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Assistant  Physician  to  the  Hospital  for  Consumption,  Brompton  ;  70, 
Harley-street,  Cavendish-square,  W. 

1855  Betant,  Thomas,  Consulting  Surgeon  to  Guy's  Hospital ;  65,  Grosvenor- 

street,  Grosvenor-square,  W.     (C.  1863-6.     V.-P.  1877-79.) 
1851  Buchanan,  Geoege,  M.D.,  F.R.S.,  Medical  Officer  of  the  Local  Govern- 
ment   Board,    24,    Nottingham -place,    Marylebone-road,    W.      (C. 
1864-6.     V.-P.  1880-82.) 
1887  Bull,  William  Chaeles,  M.B.,  35,  Clarges-street,  Piccadilly. 

1878  Bubnet,  Robeet  William,  M.D.,  6,  Upper  Wimpole-street,  Cavendish- 

square,  W. 

1880  Bueton,  Samuel  Heebeet,  M.B.,  Norfolk  and  Norwich  Hospital,  Nor- 
wich. 

1887  Butlee-Smtthe,  Albeet  Chaeles,  Senior  Surgeon  to  the  Grosvenor 
Hospital  for  Women  and  Children;  35,  Brook-street,  Grosvenor- 
square,  W. 

1872  Butlin,  Heney  Teentham  (C),  Assistant  Surgeon  to,  and  Demonstrator 
of  Practical  Surgery  and  of  Disease  of  the  Larynx  at,  St.  Bartholo- 
mew's Hospital;  82,  Harley-street,  Cavendish-square,  W.  (C. 
1876-8,  1887.     S.  1884-6.) 

1866  Butt,  William  Fbedeeick,  48,  Park-street,  Park-lane,  W. 

1883  Buxton,  Dudley  W.,  M.D.,  Administrator  and  Teacher  of  the  use  of 
Anaesthetics  in  University  College  Hospital;  Anaesthetist  to  the 
Hospital  for  Women,  Soho-square,  and  to  the  Dental  Hospital ;  82, 
Mortimer-street,  Cavendish-square,  W. 

1856  Buzzabd,  Thomas,  M.D.,   Physician  to  the  National  Hospital  for  the 

Epileptic   and  Paralysed;    56,   Grosvenor-street,  W.     (C.   1869-70. 
V.-P.  1881-3.) 

1885  Cahill,  John,  12,  Seville-street,  Lowndes-square,  S.W. 
fO.M.  Camps,  William,  M.D.    (C.  1856-9.) 
£1855  Caepentee,  Alfeed,  M.D.,  Duppas  House,  Croydon. 

1855  Caetee,  H.  Vandyke,  M.D.,  Late  Principal  of,  and  Professor  of  Anatomy 
and  Physiology  at,  Grant  Medical  College,  Bombay. 

1876  Caetee,  Robeet  Beudenell,  Ophthalmic  Surgeon  to,  and  Lecturer  on 

Ophthalmic    Surgery   at,    St,  George's  Hospital ;    27,  Queen   Anne- 
street,  Cavendish-square,  W. 

1879  Cassidy,  Joseph  Lamont,  M.D.,  44,  Harley-street,  Cavendish-square,  W. 

1877  Casson,  John  Hoensey  [47a,  Portland-place,  W.J. 

tl868  Cavafy,   John,    M.D.,   Physician  to  St.  George's  Hospital;    2,  Upper 

Berkeley-street,  Portman-square,  W.     (C.  1881-3.) 
1864  Cay,  Chaeles  Vidleb,  Deputy  Surgeon- General,  Army. 
1863  Cayley,  William,  M.D.  (Teeasueee),  Physician  to,  and  Lecturer  on 

the  Principles  and  Practice  of  Medicine  at,  the  Middlesex  Hospital ; 

27,   Wimpole-street,   Cavendish-square,  W.  (C.  1870-1,   1875-8.     S. 

1872-4.     V.- P.  1884-6.     T.  1888.) 


XI11 

Elected 

1869  Chaffers,  Edward,  Keighley,  Yorkshire. 

1884  Chaffey,  Wayland  Charles,  M.B.,  Assistant  Physician  to  the  Royal 
Alexandra  Hospital  for  Sick  Children;  8,  North-street,  Brighton. 

1849  Chalk,  William  Oliver,  3,  Nottingham-terrace,  Regent's-park,  N.W 
(C.  1856-7.) 

1876  Charles,  T.  Cranstoun,  M.D.,  M.C.,  Lecturer  on  Practical  Physiology 
at  St.  Thomas's  Hospital;  9,  Albert  Mansions,  Victoria-street,  West- 
minster. 

1884  Chavasse,  Thomas  Frederick,  M.D.,  CM.,  Surgeon  to  the  Birmingham 

General  Hospital ;  24,  Temple-row,  Birmingham. 

1879  Cheyne,  William  Watson,  M.B.,  CM.,  Assistant  Surgeon  to  King's  Col- 
lege Hospital ;  59,  Welbeck-street,  Cavendish-square,  W.   (C  1885-7.) 

1858  Child,  Gilbert  W. 

1873  Chisholm,  Edwin,  M.D.,  Abergeldie,  Ashfield,  near  Sydney,  New  South 
Wales  [care  of  Messrs.  Dawson,  121,  Cannon-street,  E.C.]. 

1871  Christie,  Thomas  Beath,  M.D.,    Superintendent  of   the   Royal  India 

Asylum,  Ealing,  Middlesex. 
1865  Church,    William    Selby,    M.D.,    Physician    to    St.    Bartholomew's 

Hospital ;  130,  Harley-street,  Cavendish-square,  W.     (C  1871-3.) 
fl868  Churchill,   Frederick,   M.B.,  Surgeon   to  the  Victoria   Hospital  for 

Children;  4,  Cranley-gardens,  Queen's-gate,  S.W. 
1861  Clapton,  Edward,  M.D.,  10a,  St.  Thomas's-street,  Southwark,  S.E. 
1854  Clark,    Sir    Andrew,  Bart.,  M.D.,  LL.D.,  F.R.S.,   Physician  to,  and 

Emeritus   Professor  of   Clinical  Medicine  at,  the  London  Hospital; 

16,  Cavendish-square,  W.     (C  1862-5.     V.-P.  1881-3.) 

1872  Clark,    Andrew,   Assistant  Surgeon   to  the   Middlesex  Hospital;   19, 

Cavendish-place,  W. 
1886  Clark,  Francis  William,  Darenth  Imbecile   Schools,  near   Dartford, 

Kent. 
1883  Clarke,  Ernest,  M.D.,  B.S.,  21,  Lee-terrace,  Blackheath,  S.E. 

1885  Clarke,  John  Michell,  M.B.,  2,  York  Buildings,  Clifton,  Bristol. 

1881  Clarke,  W.  Bruce,  M.B.,  Assistant  Surgeon  and  Demonstrator  of  Ana- 
tomy, St.  Bartholomew's  Hospital ;  46,  Harley-street,  Cavendish- 
square,  W. 

fl875  Clutton,   Henry   Hugh,    M.A.,    Assistant    Surgeon   to  St.   Thomas's 

Hospital ;  2,  Portland-place,  W.     (C  1884-6.) 
J1865  Coates,  Charles,  M.D.,  Physician  to  the  Bath  General  and  Royal  United 

Hospitals;  10,  Circus,  Bath. 

1885  Coats,  Joseph,  M.D.,  31,  Lynedoch-street,  Glasgow. 

1856  Cockle,  John,  M.D.,  M.A.,  Physician  to  the  Royal  Free  Hospital ;  8, 
Suffolk-street,  Pall  Mall,  S.W. 

1886  Collier,  William,  M.D.,  62,  High-street,  Oxford. 

1888  Collins,  William   Job,  M.D.,  M.S.,  1,  Albert-terrace,  Regent's-park, 

N.W. 
1879  Collins,  Wm.  Maunsell,  M.D.,  10,  Cadogan-place,  S.W. 
1878  Collyns,  R.  T.  Poole,  20,  Lingfield-road,  Wimbledon. 


XIV 

Elected 

1888  Colman,  Walter  Stacy,  M.B.,  West  London  Hospital,  Hammersmith- 
road,  W. 

1882  Colquhoun,  Daniel,  M.D.,  Dunedin,  New  Zealand. 

1882  Compton,  Feancis  Chaeles,  72,  High-street,  Poole,  Dorset. 

1858  Cooke,  R.  T.  E.  Babbington,  Consulting  Surgeon  to  the  Scarborough 
Dispensary,  Consulting  Surgeon  to  the  Royal  Northern  Sea-Bathing 
Infirmary;  15,  St.  Nicholas-clitf,  Scarborough,  Yorkshire. 

1871  Cooke,  Thomas,  Assistant  Surgeon  to  the  Westminster  Hospital;  40, 
Brunswick-square,  W.C. 

1866  Coombs,  Rowland  Hill,  Mill-street,  Bedford. 

1879  Coopee,  Aethub,  20,  Old  Burlington-street,  W. 

1853  Coenish,  William  Robeet,  Surgeon-Major,  Madras  Army,  Sanitary 
Commissioner  for  Madras. 

1875  Coet,  Robert,  M.D.,  Assistant  Obstetric  Physician  to  St.  Thomas's  Hos- 

pital; 73,  Lambeth  Palace-road,  S.E. 

1876  Cottle,  Wyndham,  M.D.,  Assistant  Surgeon  to  the  Hospital  for  Diseases 

of  the  Skin,  Blackfriars ;  3,  Savile-row,  W. 
fl861  Coupee,  John,  Surgeon  to  the  London  Hospital,  and  to  the  Royal 
London  Ophthalmic  Hospital;  80,  Grosvenor-street*  Grosvenor- 
square,  W.  (C.  1870-2.) 
1873  Coupland,  Sidney,  M.D.  (Hon.  Sechetaey),  Physician  to,  and 
Lecturer  on  Practical  Medicine  at,  the  Middlesex  Hospital ;  14, 
Weymouth-street,  Portland-place,  W.     (C.  1878-81.     S.  1886-8.) 

1884  Ceichton,  Geoege,  M.B.,  3,  Cambridge-villas,  Twickenham. 

1873  Ceipps,  William  Haeeison,  Assistant  Surgeon  to  St.  Bartholomew's 
Hospital ;   2,  Stratford-place,  Oxford-street,  W.     (C.  1883-5.) 

1877  Ceockee,   Heney   Radcliffe,   M.D.,   Physician  to   the   Skin   Depart- 

ment, University  College  Hospital;   Physician  to  the  East  London 

Hospital    for    Children;     121,  Harley-street,  Cavendish-square,  W, 

(C.  1887-8.) 
1856  Ceoft,  John,    Surgeon    to    St.    Thomas's  Hospital;    48,   Brook-street, 

Grosvenor-square,  W.     (C.  1870-2.     V.-P.  1882-4) 
1879  Ceooke,  Geoege  Feedeeick,  M.D.,  General  Hospital,  Birmingham. 
1886  Ceookshank,  Edgae,  M.B.,  Professor  of  Bacteriology  at  King's  College, 

London  ;  24,  Manchester-square,  W. 
1861  Ceosby,  Thomas  Booe,  M.D.,  21,  Gordon -square,  W.C. 
1875  Ceoss,  Feancis  Richaedson,  5,  The  Mall,  Clifton,  Bristol. 

1885  Cullingwoeth,  Chaeles    James,    M.D.,  Obstetric    Physician    to,  and 

Lecturer  on  Midwifery  at,  St.  Thomas's  Hospital ;  46,  Brook-street, 
Grosvenor-square,  W. 

1871  Cumbeebatch,  Elkin,  Aural  Surgeon  at  St.  Bartholomew's  Hospital; 

17,  Queen  Anne-street,  W. 
1858  Cumbeebatch,  Laueence  T.,  M.D.,  25,   Cadogan-place,  Sloane-street, 

S.W. 


XV 

Elected 
1873  Cubnow,    John,    M.D.,    Professor     of     Anatomy    at    King's   College, 

Physician  to  King's  College  Hospital,  and  Senior  Visiting  Physician 

to   the    Seamen's   Hospital;   3,  George-street,   Hanover-square,  W. 

(C.  1882-4.) 
J1865  Cttrean,  William,  M.D.   [33,  Auriol-road,  West  Kensington,  W.],  care 

of  Mr.  Lewis,  Gower-street. 

1884  Dakin,  W.  Radfoed,  M.D.,  B.S.,  57,  Welbeck-street,  Cavendish-square,W. 

1884  Dallaway,  Dennis,  5,  Duchess-street,  Portland  Place,  W. 

1883  Dalton,  Noeman,  M.D.,  Assistant  Physician  to  King's  College  Hospital; 

18,  Clement's-inn,  Strand,  W.C. 
1873  Davidson,  Alexandeb,  M.D.,  Physician  to  the  Liverpool  Royal  Infirmary, 

Lecturer  on  Pathology  at  the  Liverpool  Medical  School ;  2,  Gambier- 

terrace,  Liverpool. 

1885  Davies,  Aethtje,  M.B.,  23,  Finsbury-square,  E.C. 

1869  Davies-Colley,   J.   Neville    C,   M.B.    Surgeon   to   Guy's    Hospital; 
36,  Harley-street,  Cavendish-square,  W.     (C.  1880-82.) 

1883  Davis,  Edwin  Haeey,  West  Hartlepool. 
J1859  Davis,  Feancis  William,  R.N.,  Surgeon  to  the  Naval  Medical  Estab- 
lishment, Lisbon.     [Agents :  Messrs.  Hallett  and  Co.,  7,  St.  Martin's- 
place,  Trafalgar-square,  W.C.J 

1879  Davy,  Heney,  M.D.,  Physician  to  the  Devon  and  Exeter  Hospital ;  29, 

Southernhay,  Exeter. 
1866  Day,  William  Heney,  M.D.,  Physician  to  the  Samaritan  Free  Hospital 
for  Women  and  Children ;  10,  Manchester-square,  W. 

1887  Delepine,  Sheeidan,  M.B.,  6,  Chapel-place,  Cavendish -square,  W. 

1880  Dent,    Clinton    T.,   Assistant  Surgeon  to   St.  George's  Hospital;  61, 

Brook-street,  Grosvenor-square  W. 
1863  Deveeeux,  Daniel,  Tewkesbury,  Gloucestershire. 
1856  Dick,  H.,  M.D. 

1871  Dickinson,  Edwaed  Habeiman,  M.A.,M.D  ,  Physician  to  the  Liverpool 

Northern  Hospital,  and  Lecturer  on  Comparative  Anatomy  at  the 
Liverpool  School  of  Medicine  ;  162,  Bedford-street,  Liverpool. 
1858  Dickinson,  William  Howship,  M.D.,  Physician  to  the  Hospital  for  Sick 
Children,  Physician  and  Lecturer  on  Medicine  to  St.  George's  Hos- 
pital ;  Honorary  Fellow  of  Caius  College,  Cambridge ;  9,  Chesterfield- 
street,  Mayfair,  W.     (C.  1866-8.     S.  1869-71.     V.-P.  1872-4.) 

1872  Divee,  Ebenezee,  M.D.,  Kenley,  Caterham-valley,  Surrey. 

1872  Doean,  Alban  Heney  Geiffiths,  Surgeon  to  Out-Patients,  Samaritan 
Hospital ;  9,  Granville-place,  W.     (C.  1882-84.) 

1888  Dove,  Augustus  Chaeles,  M.B.,  B.S.,  72,  Redcliff-square,  S.W. 
fl866  Down,  John  Langdon  H.,  M.D.,  Physician  to,  and  Lecturer  on  Clinical 

Medicine  at,  the    London  Hospital;   81,  Harley-street,  Cavendish- 
square,  W.     (C.  1872-4.) 
1872  Dowse,    Thomas     Steetch,     M.D.,     14,    Welbeck-street,    Cavendish- 
square,  W. 


XVI 

Elected 
1877  Deake-Beockman,  E.  F„  Madras  Medical  Service  [care  of  Mr.  Lewis, 

Gower-street,  W.C.] 
1880  Deeschfeld,  Julius,  M.D.,  Physician  to  the  Manchester  Infirmary;  325, 

Oxford-road,  Manchester. 

1879  Deewitt,  F.  G.  Dawteey,  M.D.,  52,  Brook-street,  Grosvenor- square,  W. 
1865   Duckwoeth,  Sir   Dyce,  M.D.,    Physician  to    St.   Bartholomew's  Hos- 
pital ;  11,  Grafton-street,  Bond-street,  W.     (C.  1877.) 

1863  Dudfield,  Thomas  Oeme,  M.D.,  14,  Ashburn-place,  South  Kensington, 
S.W. 

1847  Dudgeon,  Robeet  E.,  M.D.,  53,  Montagu-square,  W. 

1852  Duff,  Geoege,  M.D.,  High-street,  Elgin. 

1865  Duffin,  Alfeed  Baynaed,  M.D.,  Physician  to  King's  College  Hospital; 
18,  Devonshire-street,  Portland-place,  W.     (C.  1872-4.) 

1875  Duka,  Theodoee,  M.D.,  Surgeon-Major,  H.M.'s  Bengal  Army. 

1868  Duke,  Olivee  Thomas,  M.B.,  India. 

1871  Duees,  Clement,  M.D.,  B.S.  Loud.,  Physician  to  Rugby  School ;  Sunny- 
side,  Rugby. 

1877  Dunbae,  J.  J.  MacWhietee,  M.D.,  Assistant  House-Physician  to  St. 
George's  Hospital;  Hedingham  House,  Clapharn-cominon,  S.W. 

1877  Duncan,  Andbew,  M.D.,  8,  Henrietta-street,  Covent-garden,  W.C. 

1880  Duncan,  Jas.  Matthews,  M.D.,  L.L.D.,  F.R.S.,  Obstetric  Physician  to 

St.  Bartholomew's  Hospital ;   71,  Brook-street,  Grosvenor-square,  W. 

1884  Dunn,  Louis  Albeet,  M.B.,  B.S.,  Demonstrator  of  Anatomy,  Guy's 
Hospital ;  and  Assistant  Surgeon  to  the  East  Loudon  Hospital  for 
Children;  15,  St.  Thomas's-street,  S.E. 

1858  Dueham,  Abthue  Edwaed,  Surgeon  to  Guy's  Hospital  ;  82,  Brook- 
street,  Grosvenor-square,  W.     (C.  1869-71.     V.P.  1883-5.) 

1879  Dueham,  Fbedebic,  M.B.,  82,  Brook-street,  Grosvenor-square,  W. 

fl880  Edmunds,  Waltee,  M.D.,  75,  Lambeth  Palace-road,  S.E. 
1882  Edwaedes,    Edwaed     Joshua,    M.D.,    16,    Acacia-road,    St.    John's 
Wood,  N.W. 

1882  Edwaeds,  F.  Swinfoed,    Surgeon  to  the   West  London  Hospital,  and 

to  St.  Peter's  Hospital  for  Stone;  93,  Wimpole-street,  Cavendish- 
square,  W. 

1883  Eldee,  Geoege,  M.D.,  Surgeon  to  the  Hospital  for  Women;  17,  Regent- 

street,  Nottingham. 

1867  Ellis,  James,  M.D.,  California. 

1873  Engelmann,  Geoege  Julius,  M.D.,  A.M.,  3003,  Locust-street,  St.  Louis, 
Miss.,  U.S. 

1846  Eeichsen,  John  Eeic,  LL.D.,  F.R.S.,  Surgeon  Extraordinary  to  Her 
Majesty  the  Queen,  Emeritus  Professor  of  Surgery  at  University 
College,  and  Consulting  Surgeon  to  University  College  Hospital ;  6> 
Cavendish-place,  Cavendish-square,  W.     (C.  1849-51.  V.-P.  1863-4.) 


XVII 

Elected 

1853  Evans,  Conway,    M.D.,    The    Garden    House,    Clement's-inn,    W.C. 

(C.  1867-8.) 

1875  Evans,  Julian,  A.M.,  M.D.,    Physician  to   the  Victoria   Hospital  for 

Children;  123,  Finboro'-road,  Redcliffe-square,  West  Brompton,  S.W. 

1879  Eve,  Frederic  S.,  Pathological  Curator  of  the  Museum,  Royal  College 

of  Surgeons  of  England,  and  Assistant  Surgeon  to  the  London  Hos- 
pital ;  15,  Finsbury-circus,  E.C.     (C.  1885-7.) 

1876  Ewart,  James  Cossar,  M.B.,  CM.,  School  of  Medicine,  Edinburgh. 
1881  Ewart,  Joseph,  M.D.,  late  Professor  of  Medicine  at  Calcutta  Medical 

College  ;  Montpellier  Terrace,  Brighton. 

1877  Ewart,    William,    M.B.,    Assistant   Physician    to,  and    Lecturer    on 

Physiology  at,  St.  George's  Hospital ;  33,  Curzon-street,  Mayfair,  W. 
J1859  Ewens,  John,  14,  Whiteladies-road,  Clifton,  Bristol. 
1887  Eyles,  Charles  Henry,  Gold  Coast  Colony. 

1872  Fayrer,  Sir  Joseph,  K.C.S.I.,  M.D.  F.R.S.  Hon.  Physician  to  the 
Queen,  Surgeon-Major,  Bengal  Army,  Examining  Medical  Officer 
to  the  Secretary  of  State  for  India  in  Council;  53,  Wimpole-street, 
Cavendish-square,  W.     (C.  1880-2.) 

1872  Fenn,  Edward  L.,  M.B.,  The  Old  Palace,  Richmond,  Surrey. 

1880  Fenwick,  Bedford,  M.D.,  Assistant  Physician  to  the  City  of  London 

Hospital  for    Diseases   of    the  Chest ;    20,   Upper    Wimpole-street, 
Cavendish-square,  W. 

1883  Fenwick,  E.  Hurry,  Assistant  Surgeon  to  the  London  Hospital,  Sur- 
geon and  Pathologist  to  St.  Peter's  Hospital  for  Stone;  5,  Old  Bur- 
lington-street, W. 

1872  Fenwick,  John  C.  J.,  M.D.,  Physician  to  the  Durham  County  Hospital; 
25,  North-road,  Durham. 

1863  Fenwick,  Samuel,  M.D.,  Physician  to  the  London  Hospital ;  29,  Harley- 
street,  W. 

1885  Fere,  Charles,  M.D.,  Medecin  de  Bicetre  ;  Boulevard  St.  Michel,  37, 
Paris. 

1846  Fincham,  George  T.,  M.D.,  Consulting  Physician  to  the  Westminster 
Hospital;   13,  Belgrave-road,  S.W.     (C.  1855.) 

1876  Finlay,  David  W.,  M.D.,  Physician  to  the  Middlesex  Hospital ;  9,  Lower 
Berkeley-street,  Portman-square,  W.     (C.  1886-8.) 

1870  Fish,  John  Crockett,  M.D.,  92,  Wimpole-street,  W. 

1859  Fisher,  Alexander,  M.D.,  Assistant  Surgeon  R.N.,  Her  Majesty's  Ship 
"Endymiou." 

1882  Fleming,  George,  C.B.,  LL.D.,  F.R.C.V.S.,  Principal  Veterinary  Surgeon 
to  the  Army,  Cathcart  Lodge,  Tyrwhitt-road,  St.  John's,  S.E. 

1872  Forbes,  Daniel  Mackay,  204,  Hoxton-street,  N. 
+1866  Foster,  Sir  Balthazar  Walter,  M.D.,  M.P.,  Physician  to  the  General 
Hospital,  Birmingham  ;  16,  Temple-row,  Birmingham. 


XVIII 

Fleeted 
1872  Fotherby,     Henry    J.,    M.D.,    Physician    to    the    Metropolitan     Free 

Hospital ;  3,  Finshury-square,  E.C. 
1880  Fowler.   James  Kingston,  M.A.,  M.D.,  Assistant  Physician  to,  and 
Lecturer  on  Pathological  Anatomy  at,  the  Middlesex  Hospital,  and 
Assistant  Physician   to  the    Hospital  for    Consumption,    Bromptou  ; 
35,  Clarges-street,  Piccadilly,  VV.    (C.  1887-8.) 

1878  Fox,  Thomas  Colcott,  M.B..B.A.,  Physician  to  the  Skin  Department  of 

the  Westminster   Hospital,  and  to  the  Paddington  Green  Hospital ; 

14,  Harley-street,  Cavendish-square,  W. 
1858  Francis,  Charles  Richard,  M.B.,  Bengal  Medical  Establishment,  Indian 

Army. 
1886  Freeman,  Henry  William,  24,  Circus,  Bath. 
O.M.  Frere,  J.  C. 
1864  Fbodsham,  John  Mill,  M.D.,  Streatham,  S.W. 

1880  Gabbett,  Henry  Singer,  M.B.,  20,  Burlington-place,  Eastbourne. 
J1858  Gairdner,    William   Tennant,  M.D.,    LL.D.,    Professor   of  Medicine 

in   the  University  of  Glasgow;  225,  St.  Vincent-street,  Glasgow. 
1870  Galton,  John  H.,  M.D  ,  39,  Anerley-road,  Upper  Norwood,  S.E. 
1855  Gamgee,  J. 
1846  Garrod,   Sir  Alfred  Baring,  M.D.,  F.R.S.,  Consulting  Physician  to 

King's  College  Hospital ;  10,  Harley-street,  Cavendish-square,  W.   (C. 

1851.     V.-P.  1863-5.) 

1879  Garstang,  Thomas  Walter  HARROPP,The  Heath,  Knutsford,  Cheshire. 

1872  Garton,  William,  M.D.,  Hardshaw-street,  St.  Helen's,  Lancashire. 

1880  Gibbes,  Heneage,  M.B.,  Professor  of  Pathology,  University  of  Michigan, 

Ann  Arbor,  Michigan,  U.S.A. 
1853  Gibbon,  Septimus,  M.D.,  39,  Oxford-terrace,  Hyde-park,  W. 

1878  Gibbons,  R.  A.,  M.D.,  Physic;  in  to  the  Grosvenor  Hospital  for  Women 

.'uhI  Children;  29,  Cadogan-place,  S.W. 
1876  Gill,  John,  M.D.,  31,  Apsley-road,  Clifton,  Bristol. 

1881  Glynn,  Thomas  Robinson,  M.D.,  Physician  to  the  Liverpool  Royal 

Infirmary  ;  62,  Rodney-street,  Liverpool. 

1873  Godlee,  IUckman  John,  M.B.,  B.S.  (Hon.  Secretary),  Assistant  Sur- 

geon to  University  College  Hospital ;  Teacher  of  Operative  Surgery 
in  University  College,  London;  81,  Wimpole-street,  Cavendish- 
square,  W.  (C.  1877-80.  S.  1887-8.) 
1875  Godson,  Clement,  M.D.,  Assistant  Physician-Accoucheur  to  St.  Bar- 
tholomew's Hospital ;  Consulting  Physician  to  the  City  of  London 
Lying-in  Hospital ;  9,  Grosvenor-street,  W, 

1879  Godwin,  Charles   Henrv    Young,   Surgeon   Major,   Army;   Victoria 

Hospital,  Netley. 

1878  Golimno-Bikd,  Cutubeht  H.,  M.B.,  Assistant  Surgeon  to,  and  Lecturer 
on  Physiology  at,  Guy's  Hospital;  13,  St.  Thomas's-street,  S.E. 
(C.  1885-7.) 
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Elected 

1871  Goodhabt,  James  Fbederic,  M.D.,  Physician  to,  and  Lecturer  on 
Pathology  at,  Guy's  Hospital ;  Physician  to  the  Evelina  Hospital 
for  Sick  Children;  25,  Weyinouth-street,  Portland-place,  W.  (C. 
1876-8,  1886-8.     S.  1883-5.) 

1875  Gould,    Alfred    Pearce,    M.S.,   Assistant  Surgeon    to   the   Middlesex 

Hospital, ;  16,  Queen  Anne-street,  W.     (C.  1883-5.) 

1870  Gowers,  William  Richard,  M.D.,  F.R.S.  (C),  Professor  of  Clinical 
Medicine  in  University  College,  London,  and  Physician  to  University 
College  Hospital ;  50,  Queen  Anne-street,  Cavendish-square,  W. 
(C.  1878-9.) 

1858  Gowlland,  Peter  Y.,  Surgeon  to  St.  Mark's  Hospital ;  34,  Finsbury- 
square,  E.C. 

1888  Grant,  J.  Dundas,  M.A.,  M.D.,  CM.,  17,  Finsbury  Square,  E.C. 

1867  Green,  T.  Henry,  M.D.  (V.-P.),  Physician  to  Charing  Cross  Hospital, 
Assistant  Physician  to  the  Hospital  for  Consumption,  Brompton ;  74, 
Wimpole-street,  W.     (C.  1871-3,  1878-9.     S.  1875-6.    V.-P.  1886-8.) 

1873  Greenfield,  William  Smith,  M.D.,  B.S.,  Professor  of  General  Patho- 
logy  in   the   University   of  Edinhurgh ;    7,  Heriot-row,   Edinburgh. 
(c/l877-80.) 
J1S55  Greenhill,  William  Alexander,  M.D.,  5,  The  Croft,  Hastings. 

1863  Greenhow,  Edward  Headlam,  M.D.,  F.R.S.,  Consulting  Physician  to  the 
Middlesex  Hospital;  Castle  Lodge, Reigate.    (C.  1867-9.  V.-P.1877-8.) 

1886  Greves,  Edwin  Hyla,  M.D.,  Rodney  House,  Suffolk-road,  Bournemouth. 
1885  Griffith,    Walter    Spencer    Andeeson,    M.B.,    Physician    to     the 

Samaritan   Free   Hospital   for   Women   and  Children ;    114,  Hailey- 
street,  Cavendish-square,  W. 

1887  Griffiths,  Joseph,  M.B.,  CM.,  Assistant  Demonstrator  of  Pathology, 

University  of  Cambridge;  Ponthenry,  Llanellyn,  S.  Wales. 

1876  Griffiths,  Thomas  D.,  M.D.,  Hearne  Lodge,  Swansea.  [S.E. 
1882  Gross,  Charles  M.,  B.S.,  St.  Saviour's  Infirmary;  East  Dulwich-grove, 
1861  Gueneau  de  Mussy,  Henri,  M.D.,  15,  Rue  du  Cirque,  Paris. 

1863  Gull,  Sir  William  Withey,  Bart.,  M.D.,  D.C.L.,  F.R.S.,  Physician 
in  Ordinary  to  H.M.  the  Queen;  Consulting  Physician  to  Guy's 
Hospital ;  74,  Brook-street,  Grosvenor-square,  W. 

1881  Gulliver,  George,  M.B.,  Assistant  Physician  to,  and  Lecturer  on  Com- 
parative Anatomy  at,  St.  Thomas's  Hospital;  16,  Welbeck-street 
Cavendish-square,  W. 

1880  Gunn,  R.  Marcus,  M.B.,CM.,  54,  Queen  Anne-street,Cavendish-square,W. 

1876  Gwyther,  James,  M.B.,  St.  Mary  Church,  Torquay. 

18S7  Habershon,  Samuel  Herbert,  M.D.,  Casualty  Physician  to  St.  Bartho- 
lomew's Hospital;  2,  Upper  Wimpole-street,  Cavendish-square,  W. 

1849-59  Habebshon,  Samuel  Osboene,  M.D.,  70,  Brook-street,  Grosvenor- 
square,  W.     (Re-elected  1874.)     (C  1855-6.) 

1851  Hacon,  E.  Dennis,  269,  Mare-street,  Hackney,  N.E.     (C  1872.) 

1879  Hadden,  Walter  Baugh,  M.D.  (C),  Assistant  Physician  to,  and  Demon- 
strator of  Morbid  Anatomy  at,  St.  Thomas's  Hospital ;  21,  Welbeck- 
street,  W.     (C.  1886-8.) 


XX 

Elected 
1882  Haig,  A.,  M.B.,  30,  Welbeck- street,  Cavendish-square,  W. 

1877  Hallowes,  Feedeeick  Blackwood,  Redhill,  Surrey. 

1886  Hamilton,  David  James,  M.B.,  Professor  of  Pathology  at  the  University 
of  Aberdeen,  1,  Albyu-place,  Aberdeen. 

1886  Handfoed,  Heney,  M.D.,  Physician  to  Nottingham  General  Hospital; 
14,  Regent-street,  Nottingham. 

1882  Haebinson,  Alexandee,  M.D.,  County  Lunatic  Asylum,  Lancaster. 

1848  Haee,  Chaeles  John,  M.D.,  Consulting  Physician  to  University  College 
Hospital;  Berkeley  House,  15,  Manchester  Square,  W.  (C.  1852-4. 
V.-P.1874-7.) 
fl856  Haelet,  Geoege,    M.D.,   F.R.S.,   25,   Harley-street,  Cavendish-square, 
W.     (C.  1862-5.     V.-P.  1878-80.) 

1872  Habbis,  Henby,  M.D.,  Trengvveath-place,  Redruth,  Cornwall. 

1879  Habeis,    Vincent    Doemeb,   M.D.,   Demonstrator    of    Physiology,    St. 
Bartholomew's  Hospital,  Senior  Assistant  Physician,  Victoria  Park 
Hospital ;  31,  Wimpole-street,  Cavendish-square,  W. 
f!858   Habt,  Ebnest,  38,  Wimpole-street,  Cavendish-square,  W.     (C.  1867-8.) 

1870  Hawaed,  John  Waeeington,  Surgeon  to  St.  George's  Hospital;  16, 
Savile-row,  W.     (C.  1879-81.) 

]886  Hawkins,  Fbancis  Heney,  M.B.,  Physician  to  St.  George's  and  St. 
James's  Dispensary,  and  to  the  North  London  Hospital  for  Con- 
sumption ;  22,  Henrietta-street,  Cavendish-square,  W. 

1856  Heath,  Cheistophee,  Holme  Professor  of  Clinical  Surgery  in  Uni- 
versity College,  and  Surgeon  to  University  College  Hospital ;  36, 
Cavendish-square,  W.     (C.  1866-7.     V.-P.  1879-81.)     . 

1881  Hebb,  Richaed  G.,  M.D.,  Lecturer  on  Morbid  Histology  at  the  West- 
minster Hospital ;    Westminster  Hospital,  S.W. 

1884  Hebbeet,  Chaeles  Alfeed,  Westminster  Hospital. 

1878  Helliee,  John  B.,  M.B.,  He.^dingley,  Leeds. 

1879  Hendeeson,  Geoege  Couetenay,  M.D.,  Kingston,  Jamaica,  West  Indies. 
1S6'J  Henslev,  Pin  lip  J.,  M.D.,  Assistant  Physician  and  Lecturer  on  Forensic 

Medicine,   St.  Bartholomew's   Hospital;  4,   Henrietta-street,   Caven- 
dish-square, W. 
1884  Heeiungham,     Wilmot    Paekee,    M.B.,    Assistant    Demonstrator     of 

Anatomy  at  St.  Bartholomew's  Hospital,  and  Assistant  Physician  to 

the  West  London  Hospital;  22,  Bedford-square,  W.C. 
O.M.  Hewett,   Sie  Peescott  G.,  Bart.,    F.U.S.,  Consulting   Surgeon  to  St. 

George's  Hospital;  Chesnut  Lodge,  Horsham,  Sussex.     (C.  1846-52. 

V.-P.  1854-7.     Pres.  1863-4.     V.-P.  1865-8.) 
1855  Hewitt,  Gbaily,  M.D.,  Consulting  Obstetric    Physician  to    University 

College  Hospital;  36,  Berkeley-square,  W.     (C.  1865-7.) 
1864  Hickman,  William,  M.B.,   Surgeon  to  the  Samaritan  Free  Hospital; 

1,  Dorset-square,  N.W. 
1860  Hill,  M.  Beekeley,  M.B.,  Surgeon  to  University  College  Hospital,  and 

Surgeon  for  Out-Patients  to  the  Lock  Hospital ;  66,  Wimpole-street, 

Cavendish-square,  W.     (C.  1874-5.) 
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Elected 

1875  Hitchcock,  Harry  Knight,  M.D.,  Christowell,  Branksouie-park,  Bourne- 
mouth, Hants. 

1880  Hobson,  John  Morrison  M.D.,  65,  Lower  Addiscotnbe-road,  Croydon. 

1854  Holmes,  Timothy,  Consulting  Surgeon  to  St.  George's  Hospital;  18,  Great 
Cumberland-place,  Hyde-park,  W.  (C.  1862-3.  S.  1864-7.  C.  1868. 
V.-P.  1869-71.) 

1850  Holt,  Barnard  Wight,  Consulting  Surgeon  to  the  Westminster  Hos- 
pital; 14,  Savile-row,  W.     (C.  1853.) 

O.M.  Holthouse,  Carsten,  5,  Bloomsbury-sq.,  W.C.    (C.  1852-4,  V.-P.  1874-5.) 

1878  Hood,  Donald  William  Charles,  M.D.,  Physician  to  the  North- West 

London   Hospital,    Physician   to    the    West    London   Hospital ;    43, 

Green-street,  Park  Lane,  W. 
1864  Hood,  Wharton  P.,  M.D.,  11,  Seymour-street,  Portman-square,  W. 
1870  Hope,  William,  M.D.,  56,  Curzon-street,  Mayfair,  VV. 

1882  Hopkins,  John,  Medical  Superintendent,  Central   London  Sick  Asylum, 

Cleveland-street,  W. 

1879  Horrocks,  Peter,  M.D.,  Assistant  Obstetric  Physician  to  Guy's  Hospital, 

9,  St.  Thomas's- street,  S.E. 

1883  Horsley,  Victor,  M.B.,  B.S.,  F.R.S.,  Assistant  Surgeon  to  University 

College  Hospital,  Professor  of  Pathology,  University  College, 
London,  Superintendent  of  the  Brown  Institution,  Wandsworth- 
road;  80,  Park-street,  Grosvenor-square,  W,  (C.  1888.) 
fl880  Hovell,  T.  Mark,  Aural  Surgeon  to  the  Loudon  Hospital ;  3,  Mansfield- 
street,  Portland-place,  W. 
1875  Howse,  Henry  Greenway,  M.S.,  Surgeon  to  Guy's  Hospital,  and  to 
the  Evelina  Hospital  for  Sick  Children;  59,  Brook-street,  Grosvenor- 
square.  W.     (C.  1878-81.) 

1884  Hudson,  Charles  Leopold,  Pathologist  and  Curator  of  the  Museum, 

Middlesex  Hospital;  Warden  of  the  College;  The  College,  Cleveland-st. 
f-1856  Hudson,  John,  M.D.,  11,  Cork-street,  Bond-street,  W. 
1854  Hulke,  John  Whitaker,  F.R.S.,   Surgeon  to  the  Middlesex  Hospital 

and  Surgeon  to  the  Royal  London  Ophthalmic   Hospital;    10,  Old 

Burlington-street,  W.     (C.  1863-5.  S.  1868-72.  V.-P.  1873-6, 1885-6. 

T.  1877-9.     P.  1883-4.) 
Ifc53  Humby,  Edwin,  M.D.,  83,  Hamilton-terrace,  St.  John's  Wood,  N.W. 
1874  Humphreys,  Henry,  M.D.,  late  Physician  to  the  Children's  Hospital  at 

Pendlebury  ;  16,  Warrior  Gardens,  St.  Leonards-on-Sea. 
1883  Humphry,  George  Murray,  M.D.,  P.R.S.,  Surgeon  to  Addenbrooke's 

Hospital ;  Professor  of  Surgery  in  the  University  of  Cambridge. 
1888  Hunter,  William,  M.D.,  St.  John's  College,  Cambridge. 
1852  Hutchinson,    Jonathan,  F.R.S.,  Consulting   Surgeon   to    the  London 

Hospital  and  to  the  Royal  London  Ophthalmic  Hospital,  Moorfields; 

15,  Cavendish-square,  W.     (C.  1856-9.      V.-P.  1872-3,  1881-3.     P. 

1879-80.) 
1882  Hutchinson,  Jonathan,  junr.,  15,  Cavendish-square,  W. 
1881  Hutton,  Henky  Richmond,  M.B.,  8a,  St.  John-street,  Manchester. 
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Elected 

1880  Ingram,  Ernest  Fortescue,  Newcastle,  Natal,  S.  Africa. 

1886  Jackson,  Arthur  Molyneux,   M.B.,  Surrey  County  Asylum,  Tooting, 

S.W. 

1865  Jackson,  J.  Hughlings,  M.D.,  F.R.S.  (V.-P.),  Physician  to  the  London 

Hospital,  Physician  to  the  National  Hospital  for  the  Paralysed  and 
Epileptic;  3,  Manchester-square,  W.     (C.  1872-3.     V.-P.  1888.) 
18S6  Jackson,  Philip  J.,  216,  Great  Dover-street,  S.E. 

1887  Jacob,  Ernest  Henry,  M.D.,  12,  Park-street,  Leeds. 

1875  Jalland,  William  Hajierton,  St.  Leonard's  House,  Museum-street,  York. 

1888  James,  J.  T.,  30,  Harley-street,  Cavendish-sqr.are,  W. 
J1853  Jardine,  John  Lee,  Capel,  near  Dorking,  Surrey. 

O.M.  Jenner,  Sir  William,  Bart.,  M.D.,  D.C.L.,  K.C.B.,  F.R.S.,  Consulting 
Physician  to  University  College  Hospital ;  63,  Brook-street,  Gros- 
venor-square,  W.    (C.  1850-3.    V.-P.  1862-4  1875-6.     Pre*.  1873-4.) 

1881  Jennings,  William  Oscar,  M.D.,  8,  Rue  Roy,  Paris. 

1879  Jessop,  Charles  Moore,  Army  and  Navy  Club,  Pall  Mall,  S.W. 

1866  Jessop,  Thomas  Richard,  31,  Park-square,  Leeds. 

1878  Johnson,  Arthur  Jukes,  Yorkville,  Ontario,  Canada. 

1876  Johnson,   Charles   Henry,  late  Staff   Surgeon,  Turkish  Contingent; 

Winton  House,  Basingstoke,  Hants. 
O.M.  Johnson,  George,  M.D.,  F.R.S. ,  Consulting  Physician  to  King's  College 

Hospital;  11,  Savile-rovv,  W.     (C.  1846-50.     V.-P.  1863-4,  1884-6. 

T.  1880-83.) 
1888  Johnson,  Raymond,  M.B.,  B.S.,  6,  Albert-street,  Regent's-park,  N.W. 

1881  Johnston,  Joseph,  M.D.,  Brigade  Surgeon,  Army  Medical  Department; 

24,  St.  John's  Wood- park,  N.W. 

1854  Johnstone,  Athol  A.  W.,  St.  Moritz  House,  61,  Dyke-road,  Brighton. 

1853  Jones,  Sydney,  M.B.,  Surgeon  to  St.  Thomas's  Hospital;  16,  George- 
street,  Hanover-square,  W.     (C.  1864-6.     V.-P.  1886-7.) 

1888  Jones,  Talfoi  rd,  M.B.,  Eastbourne. 

1862  Jones,  Tiiomas  Ridge,  M.D.,  Physician  to  the  Victoria  Hospital  for 
Children;  4,  Chesham-place,  S.W.     (C.  1882-4.) 

1858  Jones,  William  Price,  M.D.,  Claremont-road,  Surbiton,  Kingston. 
1886  Juler,  Henry  Edward,  Assistant  Surgeon  Royal  Westminster  Ophthal- 

mic  Hospital,  Junior  Ophthalmic  Surgeon  to  St.  Mary's   Hospital; 
77,  Wimpole-strect,  Cavendish-square,  W. 

1867  Kelly,  Charles,  M.D.,  Piofessor  of  Hygiene,  King's  College,  Strand; 

Broadwater-road,  Worthing,  Sussex.     (C.  1874.) 
1846  Kent,  Thomas  J.,  89,  Piccadilly,  W. 
1852  Kershaw,  \V.  Wayland,  M.D.,  Kingston-on-Thames. 

1879  Kesteven,  William  Henry,  16,  Parkhurst-road,  Holloway,  N. 

1859  Kiallmark,   Henry  Walter,  5,  Pembridge-gardens,    Bayswater,    W. 

(C.  1875-6.) 

1882  Kidd,  Percy,  M.D.,  Assistant  Physician   to  the  Hospital  for  Consump- 

tion,  Brompton ;  60,  Brook-street,  Grosvenor-square,  W. 
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EJecfed 
1867  King,  Edwin  Holborow,  Netley  Court,  Southampton. 
1871  King,  Robert,  M.B.,  Bargaly,  Newton  Stewart,  N.B. 

1852  Kingdon,  J.  Abeenethy,  Surgeon  to  the  City  Dispensary,  and  to  the  City 

of  London  Truss  Society ;  2,  New  Bank-buildings,  Lothbury,  E.C. 
1878  Klein,  Edward  Emanuel,  M.D.,  F.R.S.,  Joint  Lecturer  on  Physiology 
at  St.  Bartholomew's  Hospital;  19,  Earl's  Court-sq.,  S.W.    (C.  1888.) 

1875  Lacy,  C.  S.  De  Lacy,  M.B. 

1878  Lanceeeaux,  Etienne,  M.D.,  44,  Rue  de  la  Bienfaisance,  Paris. 

1882  Lane,  William  Aebuthnot,  M.B.,  M.S.,  Assistant  Surgeon  to  Guy's 

Hospital,  and  to  the  Hospital  for  Sick  Children,  Great  Ormond-street ; 
14,  St.  Thomas's-street,  S.E. 
1865  Langton,  John,  Surgeon  to,  and  Lecturer  on  Anatomy  at,  St.  Bartholo- 
mew's Hospital,  and  Surgeon  to  the  City  of  London  Truss  Society  ; 
2,  Harley-street,  Cavendish-square,  W.     (C.  1882-4.) 

1886  Lankestee,  Herbert   Henry,  M.D.,   1,  Elm-park-gardens,  South    Ken- 

sington, S.W. 
1869  Laechee,   0.,  M.D.  Par.,  Laureate   of  the  Institute  of  France,  of   the 

Medical  Faculty  and  Academy  of  Paris  ;  97,  Rue  de  Passy,  Paris.     [M. 

Kliensieck,  Libraire,  Rue  de  Lille,  11,  Paris,  per  Messrs.  Longmans.] 
1884  Larder,  Heebeet,  Medical  Superintendent,  Whitechapel  Infirmary,  E. 
1873  Latham,  Peter  Wallwork,  M.D. .Physician  to  Addenbrooke's  Hospital, 

and  Downing    Professor    of    Medicine,    Cambridge    University ;    17, 

Trumpington-street,  Cambridge. 

1876  Law,  William  Thomas,  M.D.,  9,  Norfolk-crescent,  Hyde-park,  W. 

1883  Lawfoed,  John  Bowring,   M.D.,  CM.,  Assistant  Ophthalmic  Surgeon 

to  St.  Thomas's  Hospital;  6,  Upper  Wimpole-street,  W. 

1853  Lawrence,  Henry  John  Hughes,  Picton  House,  Llandowror,  St.  Clears. 

(C.  1873-5.) 

1887  Lawson,  Bernard,  12,  Harley-street,  Cavendish-square,  W. 

1859  Lawson,  George,  Surgeon  Oculist  to  H.M.  the  Queen,  Surgeon  to  the 
Middlesex  Hospital,  and  Surgeon  to  the  Royal  London  Ophthalmic 
Hospital,  Moorfields;  12,  Harley-street,  Cavendish-square,  W.  (C. 
1870-1.     V.-P.  1884-5.) 

1879  Laycock,  George  Lockwood,  M.B.,  42,  Manchester-street,  Manchester- 

square,  W. 
1875  Lediard,  Henry  Ambrose,  M.D.,  Surgeon  to  the  Cumberland  Infirmary 

41,  Lowther-street,  Carlisle. 
1852  Lee,  Henry,  Consulting  Surgeon  to  St.  George's  Hospital;  9,  Savile-row, 

W.     (C.  1860-2.    V.-P.  1875-6.) 
1879  Leech,  Daniel  John,  M.D.,  96,  Mosley-street,  Manchester. 

1877  Lees,  David  B.,  M.D.,  Physician  to  St.  Mary's  Hospital,  and  Assistant 

Physician  to  the  Hospital  for  Sick  Children ;  22,  Weymouth-street, 
Portland-place,  W. 


XXIV 

Elected 

1867  Lkes,  Joseimi,  M.D.,  21,  Brixton-road,  S.W. 

1877  Leeson,  John  Rudd,  M.D.,  CM.,  6,  Clifden-road,  Twickenham. 

1868  Lego,  John  Wickham,  M.D.,  Hotel  Boursejour,  Cannes.    (C  1874-5.) 
1884  Leonard,  Henry  James,  M.B.,  279,  Camden-road,  N. 

1861  Lichtenberg,  George,  M.D.,  47,  Finsbury-square,  E.C 

1875  Lingard,  Alfred,  49,  Palace-mad,  Albert  Embankment,  S.E. 

1877  Lister,  Sir  Josepii,  Bart.,  D.C.L.,   LLD.,   E.R.S.  (V.-P.),  Professor  of 

Clinical  Surgery  at  King's  College,  and  Surgeon  to  King's  College 
Hospital;  12,  Park-cresceut,  Regent's- park,  W.  (C  1880-2.  V.-P 
1887-8.) 

1878  Littlejohn,  Salter  G.,  M.B.,  CM.,  Central  London  District  Schools, 

Hanwell. 
tl862  Little,  Louis  S.,  China.     [18,  Park-street.] 

1874  Liteing,  Edward,  M.D.,  52,  Queen  Anne-street,  Cavendish-square,  W. 

1863  Liveing,  Robert,  M.D.,  Consulting  Physician  to  the  Skin  Department  at 
the  Middlesex  Hospital ;  11,  Manchester-square,  W.     (C  1876.) 

1882  Lockwood,  C  B.,  Demonstrator  of  Anatomy  at  St.  Bartholomew's  Hos- 
pital ;  19,  Upper  Berkeley-street,  W. 

1876  Longhurst,  Arthur  Edwin  Temple,  M.D.,  22,  Wilton-street,  Grosvenor- 

place,  S.W.     (C  1885-7.) 

1881  Lubbock,  Montagu,  M.D.,  Assistant  Physician  to  Charing  Cross  Hospi- 
tal, and  to  the  Hospital  for  Sick  Children,  Great  Ormond-street ; 
19,  Grosvenor-street,  W. 

1873  Lucas  R.  Clement,  M.B.,  M.S.,  Senior  Assistant  Surgeon  to  Guy's 
Hospital, and  Surgeon  to  the  Evelina  Hospital  for  Sick  Children;  18, 
Finsbury-square,  E.C.     (C  1883-5.) 

1880  Lund,  Edward,  Consulting  Surgeon  to  the  Royal  Infirmary;  22,  St. 
John-street,  Manchester. 

1879  Lunn,  John  Reuben,  Resident  Medical  Officer,  New  Marylebone  In  fir. 

maiy;   Rackham-street,  Ladbroke-grove-road,  Notting-hill,  W. 
1887  Ltox,  Thomas  O  lover,  M.D.,  39,  King-street,  Cheapside,  E.C 

1871  MacCarthy,    Jeremiah,  M.A.,  Surgeon   to   the   London  Hospital ;   15, 

Finsbury-square,  E.C.     (C  1878-80.) 
1873  McConnell,  J.  F.,  Professor  of  Pathology,  Medical  College,  Calcutta. 

[Per  Grindlay  &  Co.,  Parliament-street.]     14,   St.   James's- square, 

S.W. 
1871  Mac  Cormac,  Sir  William,   Surgeon  to  St.  Thomas's  Hospital;   13, 

Harley-street,  W.     (C.  1878-80.) 
1873  Mackellar,  Peter  H.,  M.B.,  Medical  Officer,  Fever  Hospital,  Landor- 

road,  Stockwell,  S.W. 
1882  Mackenzie,  Frederic  Morell,  29,  Hans-place,  S.W. 
1870  Mackenzie,  George  Welland,  13,William-street,  Lowndes-square,  S.W. 
1885  Mackenzie,  Hector  Gavin,  St.  Thomas's  Hospital,  S.E. 
1870  Mackenzie,  John  T.,  Bombay,  India.     [East  India  United  Service  Club, 

14,  St.  James's-square.] 


XXV 

Elected 

1S64  Mackenzie,  Sir  Morell,  M.D.,  Physician  to  the  Hospital  for  Diseases  of 
the  Throat,  and  Lecturer  on  Diseases  of  the  Throat  at  the  London 
Hospital;  19,  Harley-street,  Cavendish-square,  W. 

1878  Mackenzie,  Stephen,  M.D.,  Physician  to,  and  Lecturer  on  Medicine  at, 

the  London  Hospital;  26,  Finshury-square,  E.C.     (C.  1888.) 

1879  Maclagan,  Thomas  John,  M.D.,  9,  Cadogan- place,  Belgrave-square,  S.W. 

1865  MacLaurin,   Henry  Normand,  M.D.,  187,  Macquarie-street,  Sydney, 

New  South  Wales. 
1879  MacMahon,  James  Thomas,  25,  West-hill,  Dart  ford,  Kent. 

1876  Macnamara,  Charles,  Surgeon  to  the  Westminster  Hospital,  and  to  the 

Royal  Westminster  Ophthalmic  Hospital ;   13,  Grosvenor-street,  W. 
1879  Macready,  Jonathan  Forster,  51,  Queen  Anne-street. 
1885  Maguire,  Robert,  M.D.,  4,  Seymour-street,  Portman-square,  W. 

1877  Makins,  George  Henry,  Assistant  Surgeon  to  the  Evelina  Hospital  for 

Children  ;  2,  Queen-street,  May  Fair,  W. 
1887  Malcolm,  John  David,  M.B.,  CM.,  Surgeon  in  charge  of  out-patients, 

Samaritan  Free  Hospital;  24,  Bryauston-street,  Portman-square,  W. 
1876  Mallam,  Benjamin,  Rose  Bank,  Blackall-road,  Exeter. 

1876  Maples,  Reginald,  Kingsclere,  near  Newbury. 

1868  Marsh,  F.  Howard,  Assistant  Surgeon  to  St.  Bartholomew's  Hospital, 

Surgeon   to    the    Hospital    for    Sick    Children ;    36,    Bruton-street, 

Berkeley. square,  W.     (C.  1876-7.) 
1846  Marshall,    John,    F.R.S.,   Consulting    Surgeon   to   University   College 

Hospital,  10,  Savile-row,  W.     (C.  1861.) 
1856  Martin,    Robert,  M.D.,   Consulting    Physician  to    St.    Bartholomew's 

Hospital;  51,  Queen  Anne-street,  Cavendish-square,  W.  (C.  1871-2.) 

1887  Martin,  Sidney,  M.D.,  B.S.,  60,  Gower-street,  W.C. 
1867  Mason,  Philip  Brookes,  Burton-on-Trent. 

1884  Maudsley,  Henry  Carr,  M.D.,  11,  Spring-street,  Melbourne,  Victoria. 
fl852  May,  George,  Jun.,  M.B.,  Surgeon,  Royal  Berkshire  Hospital,  Reading. 

1888  May,  W.  P.,  M.B.,  B.S.,  Goldburn,  Eltham  Road,  Blackheath. 

1881  Maylard,    Alfred    Ernest,    M.B.,    Lecturer   on    Anatomy,   Western 

Medical  School,  Glasgow ;  4,  Berkeley-terrace,  Glasgow. 

1874  Meredith,  William  Appleton,  M.B.,  Surgeon  to  the  Samaritan  Hospi- 
tal ;  6,  Queen  Anne-street,  Cavendish-square,  W. 

1859  Messer,  John  Cockburn,  M.D.,  Assistant  Surgeon  R.N. 

1866  Mickley,  George,  M.A.,  M.B.,  St.  Luke's  Hospital,  Old-street,  E.C. 

1877  Milner,  Edward,  Surgeon  to  the  Lock  Hospital;  32,  New  Cavendish- 

street,  Portland-place,  W. 

1882  Money,  Angel,  M.D.,  Assistant  Physician  to  University  College  Hospital, 

and  to  the  City  of  London  Hospital  for  Disease  of  the  Chest,  Victoria- 
park  ;  24,  Harley-street,  Cavendish-square,  W. 

1879  Moore,  Norman,  M.D.,  Assistant  Physician  to  St.  Bartholomew's  Hos- 
pital, and  Demonstrator  of  Morbid  Anatomy  and  Warden  of  the 
College ;  The  College,  St.  Bartholomew's  Hospital.     (C.  1885-7.) 

1881  Moore,  Thomas,  6,  Lee-terrace,  Blackheath,  S.E. 


XXVI 

Elected 
IS  17  BfoBG  \n.  John,  :?,  Sussex-place,  Hyde-park-gardens,  W.     (C.  1856-8.) 
1875  Morgan,  John  H.,  Assistant  Surgeon  to  the  Charing  Cross    Hospital, 
and  to  the  Hospital   for    Sick   Children,  Great  Ormond-street ;  68, 
Grosvenor-street,  W.     (C.  1886-8.) 

1874  Morison,  Alexander,  M.D.,  CM.,  Dunnottar,  115,  Green-lanes,  High- 

bury,  N. 

1880  Morison,  Basil  Gordon,  M.B.,  CM.,  70,  Marquess-road,  Canonbury,  N. 

i860  Morris,  Henry,  M.A.,  M.B.  (V.-P.),  Surgeon  to,  and  Lecturer  on  Sur- 
gery at,  the  Middlesex  Hospital ;  2,  Mansfield-street,  Portland-place, 
W.     (C  1877-9,  1884-6.     S.  1881-3.     V.-P.  1888.) 

1879  Morris,  Malcolm  Alexander,  Surgeon  to  the  Skin  Department  at  St. 
Mary's  Hospital;  8,  Hurley-street,  Cavendish-square,  W. 

1875  Morton,  John,  M.B.,  Guildford. 

1884  Mott,   Frederick   Walker,   M.D.,   Lecturer   on    Physiology,  Charing 

Cross  Hospital;  Meadowlead,  Gay  ton-road,  Harrow. 
1879  Moullin,  Charles   W.  Mansell,  M.D.,  Assistant  Surgeon  to  the  London 

Hospital ;  69,  Wimpole-street,  Cavendish-square,  W. 
1878  Mumford,  William  Lugar,  M.D.,  1,  Bartlett's-passage,  Holborn-circus, 

E.C. 

1876  Mcnro,  William,  M.D.,  CM.,  102,  Carl-street,  Lower  Broughton-road, 

Manchester. 

1885  Murray,  Hubert  Montague,  M.D.,  Assistant  Physician  to.  and  Lecturer 

on    Pathology    and    Morbid    Anatomy   at,    Charing   Cross    Hospital, 
27,  Savile-row,  \V. 
1864  Myers,  Arthur  B.  R.,  Surgeon  to  1st  Battalion  Coldstream   Guards; 
(C  1872-3.) 

1882  Myers,  A.  T.,  M.D.,  Medical  Registrar,  St.  George's  Hospital ;  9,  Lower 

Berkeley-street,  Portman-square,  VV. 
1887  Myers,  W.  H.,  Fort  Wayne,  Indiana,  U.S.A. 

1874  Nankivell,  Arthur  Wolcot,  St.  Bartholomew's  Hospital,  Chatham. 
1887  Nason,  Edward  Noel,  M.B.,  London  Hospital,  Whitechapel-road,  E. 
1873  Nettlesiiip,   Kdward,  Ophthalmic   Surgeon  to  St.  Thomas's  Hospital, 

and  Assistant  Surgeon  to  the   Royal  London  Ophthalmic  Hospital; 
5,  Wimpole-street,  Cavendish-square,  W.     (C  1882-4.) 

1875  Xi:w  BY,  Charles  Henry,  15,  Landport-terrace,  Southsea,  Hants. 
L865  NEWMAN,  William,  M.D.,  Stamford,  Lincolnshire. 

186s  Xi< IHOIX8,  James,  M.D.,  Chelmsford,  Essex. 

1876  Nicholson,  John  Francis,  M.D.,  Physician  to  the  Hull  General  Infir- 

mary ;  29,  Albion-street,  Hull. 
1878  Noott,  W.  M.,  8,  Kensington-park-road,  W. 
1864  Norton,  Arthur   T.,   Surgeon  to   St.  Mary's  Hospital;    101,   Harley- 

street,  Cavendish-square,  W.     (C  1877-9.) 

1883  Norvill,  Frederic  Harvky,  M.B.,  Summerland,  Yeovil,  Somersetshire. 
1856  New,  TiiuUAS  William,   Consulting  Surgeon    to  the  Middlesex  Hos- 
pital; 8,  Stratford-place,  Oxford-street,  W.  (C  1861-6.  V.-P.  1878-80.) 


XXVII 

Elected 
1871  Nunneley,  Rev.  Frederick  Barham,  M.D. 

1880  O'Connor,  Bernard,  M.D.,  Physician  to  the  North  London  Consumption 
Hospital,   and  Physician   to   the    Westminster  General   Dispensary ; 
Greenhill-park,  Harlesden,  N.W. 
1873  O'Farrell,  George  Plunkett,  M.B.,  Montenotte  House,  Cork,  Ireland 
1880  Ogilvie,  George,  M.B.,  Lecturer  on  Experimental  Physics  at  the  West- 
minster Hospital;   13,  Welbeck-street,  Cavendish-square,  W. 

1880  Ogilvie,  Leslie,  M.B.,  Physician  to  the  Children's  Hospital,  Paddington- 

green;  46,  Welbeck-street,  Cavendish-square,  W. 
1850  Ogle,  John  W.,  M.D.,  Consulting  Physician  to  St.  George's  Hospital;   30, 

Cavendish-sq.,  W.   (C.  1855-6.   S.  1857-60.    C.  1861-3.    V.-P.  1865-8.) 
1876  Oliver,  John  Kerens,  M.D.,  12,  Old  Elvet,  Durham. 
1888  Openshaw,  Thomas  Horrocks,  M.B.,  B.S.,  21,  Gower-street,  W.C. 
1860  Orange,  William,  M.D.,  Broadmoor,  Wokingham,  Berkshire. 
1875  Obd,  William  Millee,  M.D.,  Physician  to,  and  Lecturer  on  Medicine 

at,  St.  Thomas's  Hospital ;  37,  Upper  Brook-street,  Grosvenor-square 

W.  (C.  1880-2.) 
1S79  Oemeeod,   J.   A.,   M.D.,   Assistant   Physician   to   the    National   Hospital 

for   the    Paralysed    and    Epileptic,   Queen-square,   and    to    the   City 

of  London    Hospital  for   Diseases   of  the  Chest,  Victoria-park  ;    25, 

Upper  Wimpole-street,  W.     (C.  1887-8.) 

1881  Owen,   Isambard,  M.D.,  Assistant  Physician  to  St.  George's  Hospital ; 

5,  Hertford-street,  Mayfair,  W. 
1865  Owles,  James  Allden,  M.D.,  106,  Philbeach -gardens,  South  Kensington. 

1875  Page,  Herbert  William,  M.A.,  M.C.  Cantab.,  Surgeon  to,  and  Joint 
Lecturer  on  Surgery  at,  St.  Mary's  Hospital ;  146,  Harley-street 
Cavendish-square,  W. 

1870  Paget,  Sir  James,  Bart.,  D.C.L.,  LL.D.,  F.R.S.  (President),  Consulting 
Surgeon  to  St.  Bartholomew's  Hospital;  1,  Harewood-place,  Hanover- 
square,  W.     (P.  1887-8.) 

1884  Paget,  Stephen,  57,  Wimpole-street,  Cavendish-square,  W. 

1872  Parker,  Robert  William,  Surgeon  to  the  East  London  Children's 
Hospital ;  8,  Old  Cavendish-street,  W.     (C.  1881-3.) 

1874  Parker,  Rushton,  M.B.,  B.S.,  Professor  of  Surgery  in  University  College, 
Liverpool,  and  Assistant  Surgeon  to  the  Royal  Infirmary;  59,  Rodney- 
street,  Liverpool. 

1853  Parkinson,  George,  50,  Brook-street,  Grosvenor-square,  W. 

1882  Pasteur,  William,  MD.,  Medical  Registrar  to  the  Middlesex  Hospital; 

19,  Queen-street,  Mayfair,  W. 

1885  Paul,  Frank  Thomas,  44.,  Rodney-street,  Liverpool. 

1865  Pavy,  Frederick  William,  M.D.,  F.R.S. ,  Senior  Physician  to  Guy's 
Hospital;  35,  Grosvenor-street,  W.    (C.  1872-4.) 


XXVIII 

Elected 
1868  Payne,  Joseph    Frank,  M.D.   (V.-P.\  Physician  to,    and    Lecturer  on 

Pathological    Anatomy    at,    St.    Thomas's    Hospital;    78,    Wimpole- 

street,  Cavendish-square,  W.     (C.  1873-5, 1883-5.     S.  1880-2.     V.-P. 

1888.) 
1S72  Pearce,  Joseph  Chaning,  M.D.,  CM.,  Montague  House,  St.  Lawrence- 

on-Sea,  Kent. 

1878  Pearse,  Thomas  Frederick,  M.D.,  10,  Montague-street,  Russell-square, 

W.C. 
1863  Pearson,  David  R.,  M.D.,  23,  Upper  Phillimore-place,  Kensington,  W. 
1  ss  I    Pedlet,  F.  Newland,  32,  Devonshire-place,  Portland-place,  W. 

1879  Peel,  Robert,  130,  Collins-street  East,  Melhourne,  Victoria. 

1887  Penrose,  Francis  George,  M.D.,  Colebyfield,  Wimbledon. 

lssi  Pepper,  Augustus  Joseph,  M.B.,  CM.,  Surgeon  to  St.  Mary's  Hospital ; 
13,  Wimpole-street,  Cavendish-square,  W. 

1888  Perry,  Edwin  Cooper,  M.B.,  24,  Railway  Approach,  London  Bridge, 

S.E. 

1878  Philipps,  Sutherland  Rees,  M.D.,  St.  Ann's-heath,  Virginia-water, 
Chertsey. 

1871  Phillips,  Charles  Douglas  F.,  M.D  ,  10,  Henrietta-street,  Cavendish- 
square,  W. 

1878  Phillips,  John  Walter,  Physician  to  the  Benevolent  Asylum  of  Mel- 
bourne ;  30,  Stanley-street,  West  Melbourne,  Victoria. 

1875  Philpot,  Harvey  John,  14,  Finsbury-circus,  E.C.,  and  74,  Sutherland- 

avenue,  Maida-vale,  W. 
1863  Pick,   Thomas    Pickering,   Surgeon   to,   and    Lecturer    on    Anatomy 

at,  St.  George's  Hospital ;  18,  Portman-street,  Portmau-square,  W. 

(C  1870-1.     V.-P.  1885-7.) 
1867  Pitt,  Edward  G.,  M.D. 
1884  Pitt,  George  Newton,  M.D.,  Assistant  Physician  and  Pathologist  at 

Guy's  Hospital ;  10,  St.  Thomas's-street,  Southwark,  S.E. 

1876  Pitts,  Bernard,  M.A.,  M.B.,  Assistant  Surgeon  to  St.  Thomas's  Hospital; 

31,  Harley-street,  Cavendish-square,  W.     (C  1888.) 
1887  Pitts,  Robert  Zaccheus,  Springfield,  Chelmsford. 
L886  Pocock,  Walter,  374,  Brixton-road,  S.W. 
1883  Poland,  John,  Demonstrator  of  Anatomy  at  Guy's  Hospital;  16,  St. 

Thomas's-street,  Southwark,  S.E. 
1882  Pollard,  Bilton,  Assistant  Surgeon  and  Surgical  Registrar,  University 

College  Hospital;   24,  Harley-street,  Cavendish-square,  W. 
1846  Pollock,  George    D.  (Trustee),  Consulting  Surgeon  to  St.  George's 

Hospital;  36,  Grosvenor-street,  W.      (S.  1850-3.     C.  1854-6.     V.-P. 

1863-5.     P.  1875-0.) 
I860  Pollock,  James  Edward,  M.D.,  Physician  to  the  Hospital  for  Consump- 
tion and  Diseases  of  the  Chest,  Brompton ;  52,  Upper  Brook-street, 

W.     (C  1862-4.     V.-P.  1879-81.) 
1870  Poore,     George    Vivian,     M.D.,     Physician     to    University    College 

Hospital ;  30,  Wimpole-street,  W.     (C  1883-5.) 


XXIX 

Elected 

1876  Port,  Heinrich,  M.D.,  48,  Finsbury-square,  E.C. 

1879  Potter,  Henry  Percy,  St.  Mary  Abbotts'  Infirmary,  Marloes-road, 
Kensington,  W. 

1881  Powell,  Henry  Albert,  M.A.,  Elm  Cottage,  Beckenbam. 

1866  Powell,  Richard  Dottglas,  M.D.  (V.-P.),  Physician  to,  and  Lecturer  on 
Practical  Medicine  at,  the  Middlesex  Hospital,  Physician  to  the 
Hospital  for  Consumption  and  Diseases  of  the  Chest,  Brompton  ;  62, 
Wimpole-street,  Cavendish-square,  W.  (C.  1873-5,  1881-3.  8. 
1877-9.     V.-P.  1887-8.) 

1865  Power,  Henry,  Ophthalmic  Surgeon  to  St.  Bartboloinew's  Hospital ; 
37a,  Great  Cumberland-place,  Hyde-park,  W.     (C.  1876-7.) 

1884  Power,  D'Arcy,  M.B.,  Curator  of  St.  Bartholomew's  Hospital;  26, 
Bloomsbury-square,  W.C. 

1887  Pratt,  William  Sutton,  Weed  on,  Northamptonshire. 
1884  Price,  J.  A.  P.,  M.D.,  41,  Castle-street,  Reading. 

1888  Priestley,  R.  C,  M.B.,  65,  Upper  Berkeley-street,  W. 

1856  Priestley,  William  Overend,  M.D.,  Consulting  Physician-Accoucheur 

to  King's  College  Hospital,  and  to  the  St.  Marylebone  Infirmary;  17, 
Hertford-street,  May  fair,  W. 
1888  Primrose,  Alexander,  M.B.,  CM. 

1882  Pringle,  J.  J.,  M.B.,  Assistant  Physician  to,  and  Physician  in  Charge  of 

Skin  Department  at,  the  Middlesex  Hospital,  and  Physician  to  the 
Royal  Hospital  for  Diseases  of  tbe  Chest;  35,  Bruton-street,  May- 
fair,  W. 
fl848  Purnell,  John  James,  Surgeon  to  the  Royal  General  Dispensary ;  Wood- 
lands, Streatham-hill,  S.W.  (C.  1858-61.) 
1865  Pye-Smith,  Philip  Henry,  M.D.,  F.R.S.,  Physician  to,  and  Lecturer 
on  Medicine  at,  Guy's  Hospital;  54,  Harley-street,  Cavendish-square, 
W.     (C.  1874-7.) 

O.M.  Quain,  Richard,  M.D.,  P.R.S.  (Trustee),  Consulting  Physician  to  the 
Hospital  for  Consumption  and  Diseases  of  tbe  Chest,  Brompton  ;  67, 
Harley-street,  Cavendish-square,  W.  (C.  1846-51.  S.  1852-6. 
T.  1857-68.     Pres.  1869-70.     V.-P.  1871-3.) 

1884  Rake,  Beaten  Neaye,  M.D.,  Government  Medical  Officer,  and  Medical 

Superintendent  of  tbe  Leper  Asylum,  Trinidad. 
1872  Ralfe,  Charles  Henry,  M.D.,  M.A.,  Assistant  Physician  to  tbe  London 

Hospital ;  26..  Queen  Anne-street,  W.     (C.  1877-9.) 

1857  Ramsktll,  J.  Spence,  M.D.,  Consulting  Physician  to  the  London  Hospital, 

Physician  to  the  National  Hospital  for  the  Paralysed  and  Epileptic ; 

5,  St.  Helen's-place,  Bishopsgate-street,  E.C. 
1848  Randall,  John,  M.D.,  Medical  Officer,  St.  Marylebone  Infirmary ;  204, 

Adelaide-road,  N.W.     (C.  1864-6.) 
1857  Ranke.  Henry,  M.D.,  Munich. 


XXX 

Elected 

1865  Rascit,  Adolphus  A.,  M.D.,  Physician  for  Diseases    of   Women  to  the 

German  Hospital;  7,  South-street,  Finsbury -square,  E.C. 
1887  Haven,  Thomas  Fbancis,  Broadstairs,  Kent. 

1870  Bat,  Edward  Reynolds,  Dulwich,  S.E. 

1871  Rayner,  Henry,  M.D.,  Lecturer  on  Mental  Diseases  at  St.  Thomas'  Hos- 

pital, Medical  Superintendent,  Middlesex  County   Lunatic  Asylum, 
Harwell,   W. 
1858  Reed,  Frederick  George,  M.D.,  46,  Hertford-street,  Mayfair,  W. 

1866  Reeves,  Henry   Albert,  Assistant  Surgeon  to  the  London  Hospital ; 

7,  Grosvenor-street,  W. 

1875  Reid,    Robert    William,  M.D.,    CM.,    Lecturer    on  Anatomy  at    St. 

Thomas's  Hospital ;   77,  Lambeth  Palace-road,  S.E. 

1881  Renner,    William,    M.R.C.S.,  Wilberforce-street,   Free    Town,    Sierra 

Leone. 

1854  Reynolds,  J.  Russell,  M.D.,  F.R.S.,  Consulting  Physician  to  Univer- 
sity  College  Hospital ;  38,  Grosvenor-street,  W.     (C.  1868-9. 

1871  Richards,  J.  Peeke,  Medical  Superintendent,  Middlesex  County  Lunatic 
Asylum,  Hanwell,  W. 

18S8  Ricketts,  Edwin,  M.D.,  Portsmouth. 

1866  Rivington,  Walter,  M.S.  Loud.,  Surgeon  to  the  Loudon  Hospital ;  22, 
Finsbury-square,  E.C. 
£1805  Roberts,  David  Lloyd,  M.D.,  Physician  to  St.  Mary's  Hospital,  Man- 
chester; 11,  St.  John's-street,  Manchester. 

1871  Roberts,  Frederick  Thomas,  M.D.,  Professor  of  Materia  Medica  at 
University  College,  and  Physician  to  University  College  Hospital 
and  to  the  Hospital  for  Consumption,  &c,  Brompton;  102,  Harley- 
street,  Cavendish-square,  W.     (C.  1883-5.) 

1878  Roberts,   William    Howland,  M.D.,  Surgeon,  Madras  Arruy,  Madras 

[East  India  United  Service  Club,  St.  James's  Square]. 
1885  Robinson,  Arthur  Henry,  M.D.,  Mile  End  Infirmary,  Bancroft-road,  E. 

1887  Robinson,  Henry  Betham,  M.B.,  7,  York-crescent,  Lower  Norwood,  S.E. 

1882  Robinson,  Tom,  M.D.,  9,  Princes-streeL,  Cavendish-Square,  W. 

1882  Roeckel,  Waldemar  Joseph,  12,  Upper  Berkeley-street,  Portman- 
square,  W. 

1888  Rolleston,  II.  D.,  M.B.,  Cambridge. 

1858  Rose,  Henry  Cooper,  M.D.,  Surgeon  to  the  Hampstead  Dispensary, 
Penrose  House,  Hampstead,  N.W.     (C.  1873-4.) 

1876  Rose,  William,  M.B.,  B.S.,  Professor  of  Surgery  at  King's  College,  Sur- 

geon to  King's  College  Hospital;  50,  Harley-st.,  Cavendish-sq.,  W. 

1879  Ross,  James,  M.D.,  CM.,  335,  Oxford-street,  Manchester. 

1875  Rossiter,  George  Frederick,  Cairo  Lodge,  Weston-super-Mare. 

1877  Roth,  Bkunard,  29,  Queen  Anne-street,  Cavendish-square,  W.,and  Ross- 

more,  Preston-ruad,  Brighton. 

1858  Rouse,  James,  Surgeon  to  St.  George's  Hospital ;  2,  Wilton-street, 
GroBVenor-place,  S.W. 
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Elected 

1881  Routh,  Amand  Jules  McConnel,  M.D.,  B.S.,  Assistant  Physician  Accou- 

cheur to  the  Charing  Cross  Hospital,  and  Physician  to  the  Samaritan 
Free  Hospital ;  6,  Upper  Montagu-street,  W. 
'1887  Roy,  Charles  Stuart,  M.D.,  Professor  of  Pathology,  Cambridge. 
1869  Rutherford,   William,   M.D.,  F.R.S.,  Professor  of  Physiology  in  the 
University  of  Edinburgh  ;  14,  Douglas-crescent,  Edinburgh. 

1882  Sainsbury,  Harrington,  M.D.,  Assistant  Physician  and  Pathologist  to 

the  Royal  Free  Hospital,  63,  Welbeck-street,  VV. 

1853  Salter,  S.  James  A.,  M.B.,  F.R.S.  Late  Dental  Surgeon  to  Guy's  Hospital ; 

Basingfield,  near  Basingstoke,  Hants.     (C.  1861-3.     V.-P.  1880-2.) 
1852  Sanderson,  Hugh  James,  M.D.,  26,  Upper   Berkeley-street,  Port  man- 
square,  W. 

1854  Sanderson,  John  Burdon,  M.D.,  F.R.S.,  Waynflete  Professor  of  Physio- 

logy at  the  University  of    Oxford;    50,    Banbury-road,   Oxford.     (C. 
1864-7.     V.-P.  1873-4.) 

1875  Sangster,  Charles,  148,  Lambeth-road,  S.E. 

1877  Sankey,  H.  R.  0.,  County  Asylum,  Prestwich,  Manchester. 
J 1847  Sankey,  W.  H.  Octavius,  M.D.,  Boreatton-park,  Shrewsbury.  (C.  1855.) 
1886  Saundby,  Robert,  M.D.,  Physician  to  the  General  Hospital,  and  Con- 
sulting   Physician    to    the    Hospital    for   Women,    and   to  the  Eye 
Hospital,  Birmingham;  83a,  Edmund-street,  Birmingham. 

1871  Saunders,  Charles  Edward,  M.D.,  Sussex  County  Lunatic  Asylum, 

Hay  ward's  Heath. 
1873  Savage,  George  Henry,  M.D.,  Bethlem  Royal  Hospital,  St.  George's- 

road,  S.E.     (C.  1881-3.) 
1882  Sayill,  Thomas  Dixon,  M.D.,  Paddington  Infirmary,  Harrow-road,  W. 
1877  Semon,  Felix,  M.D.,  Assistant   Physician  for  Diseases  of  the  Throat 

to  St.  Thomas's  Hospital ;  39,  Wimpole-street,  Cavendish-square,  W. 

(C.  1885-7.) 
1852  Semple,  Robert  Hunter,  M.D.,  Physician  to  the  Bloomsbury  Dispensary ; 

8,  Torrington-square,  W.C.     (C.  1859-61.) 

1872  Sergeant,   Edward,  Medical   Officer   of  Health,   Town   Hall,   Bolton, 

Lancashire. 

1876  Sharkey,   Seymour   J.,   M.D.,  Assistant    Physician  and    Demonstrator 

of  Morbid  Anatomy  to  St.  Thomas's  Hospital;  2,  Portland-place,  W. 
(C.  1884-6.) 
1880  Shattock,    S.    G.,    Demonstrator   of   Surgical    Pathology,    and   Curator 
of   Museum,  St.   Thomas's  Hospital;    4,    Crescent-road,   the  Downs, 
Wimbledon.     (C.  1885-7.) 

1885  Shaw  Lauriston  Elgie,  M.D.,  Medical  Registrar  and  Demonstrator  of 

Practical  Medicine,  Guy's  Hospital;  Assistant  Physician  to  the  City 
of  London  Hospital  for  Diseases  of  the  Chest,  Victoria-park  ;  15,  St. 
Thomas's-street,  Southwark,  S.E. 
1884  Sheild,   Arthur  Marmaduke,  M.B.,   B.S.,  Assistant  Surgeon   to   the 
Charing  Cross  Hospital ;  20,  Stratford-place,  Oxford-street,  W. 

1886  Sherrington,  C.  S.,  M.B.,  Gonville  and  Caius  College,  Cambridge. 
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Elected 

1856  Shillttoe,  Buxton,  Surgeon  to  the  Great  Northern  Hospital,  and  to  the 

Lock  Hospital ;  2,  Krederick's-plaee,  Old  Jewry,  E.G. 
1855  Sibley,  Septimus  W.,  7,  Harley-street,  Cavendish-square,  W.    (C.  1S63-5. 

V.-P.  1879-81.) 
1887  Sibley,  Walter  Knowsley,  7,  Harley-street,  Cavendish-square,  W. 
1875  Siddall,  Joseph  Bower,  M.D.,  CM.  [care  of  G.  Siddall,  Esq.,  Matlock, 

Derbyshire]. 
1880  Silcock,  A.  Quabey,  M.D.,  B.S.,  Surgeon  in  charge  of  Out-patients,  St. 

Mary's   Hospital,  and   Assistant  Surgeon,  Royal  London   Ophthalmic 

Hospital,  Moorfields;  101,  Harley-street,  Cavendish-square,  W.     (C. 

1888.) 
O.M.  Simon,  Sir  John,  K.C.B.,   D.C.L.,   F.R.S.,  Consulting   Surgeon  to  St. 

Thomas's  Hospital ;  40,  Kensington-square,  W.     (C.  1846-8.     V.-P. 

1855-9.     Pres.     1867-8.     V.-P.  1869-71.) 
1866  Sims,  Feancis  Manley  Boldebo,  12,  Hertford- street,  Mayfair,  W. 
1877  Skinnee,  William  A.,  45,  Upper  Belgrave-street,  S.W. 
1887  Smallpeice,  William  Donald,  42,  Queen  Anne's-gate,  S.W. 
1875  Smee,  Alfbed    Hutchinson,    The    Grange,    Hackbridge,   Carshalton, 

Surrey. 
1879  Smith,    E.    Noble,    Senior    Surgeon,    and    Surgeon  to  the   Orthopaedic 

Department  of  the  Farringdon  Dispensary,  and  Orthopoedic  Surgeon 
to  the  British  Home  for  Incurables ;  24,  Queen  Anne-street,  Caven- 
dish-square. 
1887  Smith,  Frederick  John,  M.B.,  7,  West-street,  Finsbury-circus,  E.C. 
1875  Smith,  George  John  Malcolm,  M.B.,  Hurstpierpoint,  Sussex. 

1872  SMlTn,  Gilbart,  M.D.,  Assistant  Physician  to  the  London  Hospital,  Phy- 

sician to  the  Royal  Hospital  for  Diseases  of  the    Chest,    City-road, 

Visiting  Physician  to  the  Margaret-street  Infirmary  for  Consumption  ; 

68,  Harky-street,  Cavendish-square,  W. 
1863  Smith,  Henry,  En  eritus  Professor  of  Surgery  at  King's  College,  London ; 

83,  Wimpole-;  ireet,  Cavendish-square,  W.     (C.  1873-4.) 
1878  Smith,  Herbert  Urmson,  M.B.,  Cape  Colony. 
1846  SMlTn,  Protheroe,  M.D.,  Physician  to  the  Hospital  for  Women  ;  42, 

Park-street,  Grosveuor-square,  W. 

1873  SMlTn,  Richard  T.,  M.D.,  Physician  to  the  St.  Pancras  Dispensary;  53, 

Haverstock-hill,  N.W. 
1883  Smith,    Robert  Percy,  M.D.,  Bethlem  Royal   Hospital,   St    George's 
Road,  8.E. 

1869  Smith,    Robert    Shingleton,    M.D.,    Lecturer    on    Physiology,  Bristol 

Medical  School;  9,  Richmond-hill,  Clifton,  Bristol. 
1856  Smith,  Thomas,  Surgeon  to  St.  Bartholomew's  Hospital ;  5,  Stratford- 

plaee,  Oxford-street,  W.     (C.  1867-9.    V.-P.  1877-8.) 
1866  Smith,  William,  Melbourne,  Australia. 

1870  Smith,   William  Johnson,   Surgeon,   Seamen's   Hospital,   Greenwich, 

S.E.     (C.  1879-81.) 
I860  Smith,  William   Wilbeefoece,  M.D.,  14,  Stiatford-place,  W. 
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Elected 

1870  Snow,  William  Vicary,  M.D.,  Richmond  Gardens,  Bournemouth. 
1868  Southey,  Reginald,  M.D.,  Commissioner  in  Lunacy;  32,  Grosvenor- 
road,  Pimlico.     (C.  1882-4.) 

1887  Spencer,  Walter  George,  M.B.,  Assistant   Surgeon  to  Westminster 

Hospital ;  94,  Wimpole-street,  Cavendish-square,  W. 

1888  Spicer,  Robert  Henry  Scanes,  M.D.,  Physician  to  the  Department  for 

Diseases  of  the  Throat,  St.  Mary's  Hospital;  28,  Welbeck-street, 
Cavendish-square,  W. 

1868  Spry,  G.  Frederick  Hume,  M.D.,  Surgeon-Major  2nd  Life  Guards, 
Regent's-park  Barracks,  N.W. 

1861  Squire,  Alexander  Balmanno,  M.B.,  24,  Weymouth-street,  Portland- 
place,  W. 

1885  Squire,  John  Edward,  M.D.,  Physician  to  North  London  Consumptive 
Hospital,  23,  Seymour-street,  Portman-square,  W. 

1854  Stewart,  William  Edward,  16,  Harley-street,  Cavendish-square,  W. 

1879  Stirling,  Edward  Charles,  Adelaide,  South  Australia  [care  of  T. 
Gemmell,  Esq.,  11,  Essex-street,  Strand,  W.C.]. 

1883  Stoker,  George,  Surgeon  for  Out-patients,  Hospital  for  Diseases  of  the 

Throat  and  Chest,  Golden-square ;  14,  Hertford-street,  Mayfair,  W. 

1881  Stokes,  Henry  Fraser,  2,  Highbury -crescent,  N. 

1884  Stonham,   Charles,   Curator  of  the   Anatomical   Museum,  University 

College,  London,  and  Assistant  Surgeon  to  the  Westminster  Hospital  ; 

62,  Welbeck-street,  Cavendish-square,  W. 
1875  Sturge,  W.  A.,  M.D.,  Maison  Malaussena, 27, Boulevard  Dubouchage,Nice 
fl871  Sutherland,  Henry,  M.D.,  6,  Richmond-terrace,  Whitehall,  S.W. 
1864  Sutton,  Henry  G.,  M.B.,  Physician  to,  and  Lecturer  on  Pathology  at,  the 

London  Hospital ;  9,  Finsbury-square,  E.C.     (C.  1875-6.) 

1882  Sutton,    John  Bland,   Assistant   Surgeon   to,   and   Lecturer   on  Com- 

parative Anatomy   at,  the  Middlesex   Hospital ;    22,   Gordon- street, 
Gordon-square,  W.C.     (C.  1887-8.) 
J1867  Swain,  William  Paul,  17,  The  Crescent,  Plymouth. 
1881  Symonds,   Charters   James,   M.S.   (C),   Assistant   Surgeon   to   Guy's 
Hospital,    and   to    the    Evelina    Hospital   for    Sick    Children;    26, 
Weymouth-street,  Portland-place,  W.     (C.  1886-8.) 

1870  Tait,  Robert  Lawson,  Surgeon  to  the  Birmingham  and  Midland  Hos- 
pital for  Women;  7,  The  Crescent,  Birmingham. 

1886  Targett,  James  Henry,  M.B.,  M.S.,  Assistant  Pathologist,  College  of 
Surgeons,  Guy's  Hospital,  S.E. 

1864  Tatham,  John,  M.D.,  Physician  to  the  Hospital  for  Consumption  and 
Diseases  of  the  Chest,  Bromptou  ;  12,  George-st.,  Hanover-sq.,  W. 

1870  Tay,    Waren,    Surgeon   to,    and    Demonstrator   of    Practical   Anatomy 

at,  the  London  Hospital ;  4,  Finsbury-square,  E.C.     (C.  1881-2.) 
1885  Taylor,  Henry  H.,  Hospital  for  Consumption,  Brompton,  S.W. 

1871  Taylor,  Frederick,  M.D.,  Physician  to,  and  Lecturer  on  Medicine  at, 

Guy's  Hospital,   and    Physician  to  the  Evelina    Hospital   for   Sick 
Children;  11,  St.  Thomas's-street,  S.E.     (C.  1879-81.) 
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Elected 
1880  Taylor,  Seymour,  M.D.,  M.C.,  Physician  to  tbe  North  London  Hospit 
for  Consumption;   16,  Seymour-street,  Portman-square,  W. 

1879  Thin,  George,  M.D.,  22,  Queen  Anne-street,  Cavendish-square,  W. 
1870  Thomas,  John  Daties,  M.B.,  Adelaide,  South  Australia  [care  of  Mr.  H. 

K.  Lewis,  Gower-street]. 
1852  Thompson,  Sir  Henry,  Knt.,  Emeritus  Professor  of  Clinical  Surgery  in 

University  College ;  35,  Wimpole-street,  Cavendish-square,  W.     (S. 

1859-63.     C.  1865-67.     V.-P.  1868-70.) 
1884  Thomson,  John,  M.B.,  CM.,  18,  Walker-street,  Edinburgh. 

1874  Thornton,  John  Knowsley,   M.B.,  Surgeon  to  the   Samaritan   Free 

Hospital  for  Women  and  Children ;  22,  Portman-street,  Portman- 
square,  W. 

1872  Thornton,  William  Pugin,  35,  St.  George's-road,  Canterbury. 

1865  Thorowgood,  J.  C,  M.D.,  Lecturer  on  Materia  Medica  at  the  Mid- 
dlesex Hospital,  Physician  to  the  City  of  London  Hospital  for 
Diseases  of  the  Chest;  61,  Welbeck-street,  W.     (C.  1876-78.) 

1880  Tihard,  Nestor  Isidore,  M.D.,  Professor  of  Materia  Medica  at  King's 

College,  London;  Assistant  Physician,  King's  College  Hospital,  and 

to  the   Evelina  Hospital   for  Sick   Children;   28,  Weyniouth-street, 

Portland-place. 
1884  Tivy,  William  James,  8,  Lausdowue-place,  Clifton,  Bristol. 
1856  Tomes,  Sir  John,  F.R.S.,  Consulting  Dental  Surgeon  to  the  Middlesex 

Hospital ;  Upwood  Gorse,  Caterham,  Surrey.     (C.  1867-9.) 
1864  Tonge,  Morris,  M.D.,  Harrow-on-the-hill,  Middlesex. 
1882  Tooth,   H.  H.,  M.D.,  Assistant  Demonstrator  of  Practical  Physiology, 

St.  Bartholomew's  Hospital ;  34,  Harley-street,  Cavendish-square,  W. 
1886  Totsuka,  Kankai,  65,  Lambeth  Palace-road,  S.E. 

1872  Townsend,  Thomas  Sutton,  68,  Queen's  Gate,  South  Kensington,  S.W. 
1888  Treyeltan,  E.  F.   M.D.,  Seamen's  Hospital,  Greenwich,  S.E. 

1881  Treves,   Frederick,   Surgeon   to,  and   Lecturer  on   Anatomy  at,  the 

London  Hospital ;  6,  Wimpole-street,  Cavendish-square,  W.  (C. 
1887-8.) 

1851  Trotter,  John  W.,  Surgeon-Major,  Coldstream  Guards;  Bossall 
Vicarage,  York.     (C.  1865-9.) 

1859  Truman,  Edwin  Thomas,  Surgeon- Dentist  in  Ordinary  to  Her  Majesty's 
Household  ;  23,  Old  Burlington-street,  W. 

1888  Tubby,  Alfred  Herbert,  M,B.,  63,  Studley-road,  Clapham. 

1867  Tuckwell,  Henry  Matthews,  M.D.,  late  Physician  to  the  Radcliffe  In- 
firmary ;  64,  High-street,  Oxford. 

1858  Tudor,  John,  Dorchester,  Dorset. 

1875  Turner,    Francis    Charlewood,    M.D.,    Physician    to    the    London 

Hospital;  15,  Finsbury-square,  E.C.     (C.  1884-6.) 

1882  Turner,   George    Robertson,    Visiting   Surgeon,   Seamen's    Hospital, 

Greenwich ;  Assistant  Surgeon  to,  and  Joint  Lecturer  on  Practical 
Surgery  at,  St.  George's  Hospital ;  49,  Green-street,  Park-lane. 


XXXV 

Elected. 

1863  Turner,  James  Smith,  Consulting  Dental  Surgeon   to   the  Middlesex 

Hospital ;  12,  George-street,  Hanover-square,  W. 

1858  Turtle,  Frederick,  Clifton  Lodge,  Woodford,  Essex. 

1880  Tyson,  William  Joseph,  M.D.,  Medical  Officer  of  the  Folkestone  In- 

firmary ;   10,  Langhorne-gardens,  Folkestone. 

1854  Vasey,  Charles,  112,  Cambridge-gardens,  Notting-hill.  W. 
1867  Venning,  Edgcombe,  30,  Cadogan-place,  S.W. 

fl867  Wagstaffe,  William  Warwick,  B.A.,  Purleigh,  St.  John's-hill,  Seven- 
oaks.     (C.  1874,  1878-80.     S.  1875-7.) 

O.M.  Waite,  Charles  D.,  M.D.,  Senior  Physician  to  the  Westminster  General 
Dispensary  ;  3,  Old  Burlington-street,  W. 

1885  Wakley,  Thomas,  jun.,  96,  Redcliffe-gardens,  S.W. 

1881  Waller,    Bryan    Charles,   M.D.,   Masongill     House,    Cowan-bridge, 

Kirkby-  Lonsdale. 

1888  Walsham,  Hugh,  M.A.,  M.B.,  B.C.,  134,  Harley -street,  W. 

1873  Walsham,  William  Johnson,  M.B.,  CM.,  Assistant  Surgeon  to,  and 
Demonstrator  of  Practical  and  Orthopaedic  Surgery  at,  St.  Bartholo- 
mew's Hospital,  Surgeon  to  the  Metropolitan  Free  Hospital  ;  27, 
Weymouth-street,  Portland-place.     (C.  1881-3.) 

1859  Walters,  John,  M.B.,  Reigate,  Surrey. 

1877  Warner,  Francis,  M.D.,  Assistant  Physician  to,  and  Lecturer  on 
Botany  at,  the  London  Hospital;  24,  Harley-street,  W. 

1877  Waterhouse,  Charles,  M.B.,  M.C.,  Carl  Ludwigstrasse,  Wahring, 
Vienna. 

1879  Waters,  John  Henry,  M.D.,  101,  Jermyn-street,  St.  James's,  S.W. 

1880  de  Watteyille,  Armand,  M.A.,  M.B.,  Physician  in  charge  of  the  Electro- 

Therapeutical  Department,  St.  Mary's  Hospital ;  30,  Welbeck-street, 
Cavendish-square,  W. 

1860  Way,  John,  M.D.,  4,  Eaton-square,  S.W.     (C.  1873-4.) 

fl858  Weber,  Hermann,  M.D.,  Physician  to  the  German  Hospital ;  10, 
Grosvenor-street,  Grosvenor-square,  W.    (C.  1867-70.  V.-P.  1878-80.) 

1876  Weir,  Archibald,  M.D.,  St.  Mungho's,  Great  Malvern. 

1864  Welch,    Thomas    Davies,    M.D.,    Fairmount,    Frith-hill,   Godalming, 

Surrey. 
1853  Wells,  Sir  Thomas  Spencer,  Bart.,  Consulting  Surgeon  to  the  Samaritan 
Free  Hospital  for  Women  and  Children;  3,  Upper  Grosvenor-street, 
W.     (C.  1865-8.    V.-P.  1876-7.) 
fl851  West,   Charles,  M.D.,  55,  Harley-street,   Cavendish-square,    W.     (C. 
1856-7.) 

1877  West,  Samuel,  M.D.,  Assistant  Physician  to  St.  Bartholomew's  Hospital, 

Physician  to  the  City  of  London  Hospital  for  Diseases  of  the  Chest, 
Victoria-park,  and  to  the  Royal  Free  Hospital;  15,  Wimpole-street, 
Cavendish-square,  W.     (C.  1884-6.) 
1888  Wethered,  Frank  J.,  M.B.,  34,  Welbeck-street,  Cavendish-square,  W. 
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Elected 
1867  Whipham,  Thomas  Tillyee,  M.B.,  Physician  to  St.  George's  Hospital ; 
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1869  Whipple,  John  H.  C,  M.D.,  Army  Medical  Staff. 

1877  White,  Charles  Haydon,  20,  Shakespeare-street,  Nottingham. 

1881  White,   William    Hale,    M.D.,    Senior   Assistant   Physician   to,   and 

Lecturer  on  Materia  Medica  at,  Guy's  Hospital  ;  65,  Harlcy-street, 

Cavendish-square,  W.     (C.  1888.) 
1886  White,  William  Heney,  M.D.,  Physician  to  the  Royal  Hospital  for 

Diseases  of  the  Chest,  43,  Weymouth-street,  W. 
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1877  Whitmoee,  William  Tickle,  7,  Arlington-street,  S.W. 
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thalmic Hospital ;  New  Zealand. 
1855  Wilks,  Samuel,  M.D.,  F.R.S.  (Teustee),  Member  of  the  Senate  of  the 
University  of  London,  Consulting  Physician  to  Guy's  Hospital ;  72, 
Grosvenor-street,  W.      (C.  1857-60.     V.-P.  1869-72,   1883-5.      P. 
1881-2.) 

1879  Willcocks,  Fredeeick,  M.D.,  Assistant  Physician  to  Charing  Cross 
Hospital,  Physician  for  Out-patients  to  the  Evelina  Hospital  for  Sick 
Children ;  14,  Mandeville-place,  Manchester-square,  W. 

1886  Willett,  Edgae  William,  M.B.,  60,  Welbeck-street,  Cavendish- 
square,  W. 
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place,  S.W. 

1876  Williamson,  James  Mann,  M.D.,  Ventnor,  Isle  of  Wight. 
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J1861  Windsob,  Thomas,  Consulting  Surgeon  to  the  Salford  Royal  Hospital  j 
Woodcroft,  Dudley-road,  Manchester,  S.W. 
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ANNUAL   EEPORT   OE   COUNCIL, 

1887-88. 

PRESENTED  AT  THE  ANNUAL  MEETING,  JANUARY  3rd,  1888. 


The  Council  has  the  pleasure  of  reporting  a  further  increase  in 
the  number  of  the  members  of  the  Society  during  the  past 
session,  the  total  being  now  691  as  compared  with  677  at  the 
corresponding  period  of  last  year.  Twenty-nine  new  members 
have  been  elected,  of  whom  eight  are  non-resident.  Three  resident 
members  have  become  non-resident.  Six  have  died,  namely, 
Dr.  Andrew  of  Shrewsbury,  Dr.  Carrington,  Dr.  de  Castro,  Dr. 
Leudet,  Dr.  Wilson  Fox,  and  Mr.  Wilson  Wilcox.  It  is  impossible 
to  pass  by  the  names  of  Dr.  Wilson  Fox  and  Dr.  Carrington 
without  a  word  of  reference  to  the  good  work  done  by  them. 
Dr.  Carrington  at  the  time  of  his  death  was  a  member  of  the 
Council.  Dr.  Wilson  Fox  was  at  one  time  Vice-President  of  the 
Society,  and  in  former  years  took  a  very  active  part  in  its  proceed- 
ings ;  he  made  many  very  valuable  communications  to  its  '  Trans- 
actions,' and  in  1873  he  opened  a  discussion  on  the  anatomical 
relations  of  pulmonary  phthisis  to  tubercle,  which,  it  will  be 
remembered,  was  the  first  of  a  series  of  discussions  on  special 
subjects,  which  have  added  largely  to  the  usefulness  of  the  work 
of  the  Society. 

The  balance  at  the  Society's  bankers  is  much  smaller  than  that 
of  last  year,  although  the  income  has  been  somewhat  larger,  viz. 
a6593  3s.  Od.  as  compared  with  d£583  14s.  Id.  This  is  due  to  the 
fact  that  the  Council  have  thought  it  wise  to  devote  a  certain 
amount  of  the  Society's  funds  to  the  compilation  of  a  general  index 
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of  the  contents  of  vols,  xxvi  to  xxxvii.  The  present  seemed  the 
most  suitable  time  for  this  undertaking  because  in  twelve  years 
the  fiftieth  volume  of  the  '  Transactions '  will  have  been  published, 
and  it  is  probable  that  a  complete  general  index  up  to  date  will  be 
made.  The  present  is  the  third  of  such  general  indexes,  the  first 
of  which  included  the  contents  of  vols,  i  to  xv,  and  the  second 
those  of  vols,  xvi  to  xxv.  The  cost  of  its  production  has  been 
d£156  3s.  10d.,  and  the  Society  is  to  be  congratulated  on  the  fact 
that  notwithstanding  this  large  outlay  it  has  not  been  found 
necessary  to  draw  at  all  upon  its  funded  capital.  In  this  connec- 
tion it  may  be  pointed  out  that  certain  alterations  in  the  type  of 
the  index  of  the  volume  have  been  made  this  year  which  it  is 
hoped  will  render  it  more  clear  and  more  suitable  for  reference 
than  heretofore. 

Some  modifications  in  the  manner  of  describing  card  specimens 
have  been  introduced  by  the  Council  with  the  object  of  making 
more  valuable  the  records  of  those  which  are  published  in  full  in 
the  '  Transactions,'  whilst  those  of  minor  importance  are  to  be 
simply  catalogued.  The  method  in  which  the  card  specimens  are 
described  will,  however,  be  left  to  the  discretion  of  the  exhibitors. 

Beyond  these  points  there  are  no  others  of  importance  to  record 
in  the  management  of  the  Society  during  the  past  session,  which 
has,  in  the  opinion  of  the  Council,  been  one  of  continued  prosperity 
and  activity. 

James  Paget. 
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LIST   OF    SPECIMENS   AND    REPORTS 

BROUGHT  BEFORE  THE  SOCIETY  DURING  THE  SESSION  1887- 


I.  DISEASES,  ETC.,  OF  THE  NERVOUS  SYSTEM. 
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1.  Partial  perforation  of  skull  in  a  case  of  cerebral  tumour 

By  J.  A.  Ormerod,  M.D.         1 

2.  Angioma  of  the  cerebral  membranes.     (Card  specimen) 

[With  Plate  I,  fig.  1]  By  D'Arcy  Power,  M.B.        4 

3.  A  case  of  primary  cancer  (or  endothelioma)  of  the  brain, 

in    connection    -with    peduncles    and    pons      ["With 
Plate  II]  By  Joseph  Coats,  M.D.         5 

4.  Psammoma  of  brain     (Card  specimen) 

By  L.  A.  Dunn,  B.S.         8 

5.  A  case  of  cystic  growths  in  the  cerebellum  and  right 

adrenal  By  F.  Charlewood  Turner,  M.D.         9 

6.  A  case  of  necrosis  of  mastoid  cells ;  trephining ;  spinal 

meningitis  ;  death     (Card  specimen) 

By  John  R.  Lunn       14 

7.  Syringomyelia,  with  dilatation  of  the  lateral  ventricles  of 

the  brain  By  F.  Charlewood  Turner,  M.D.       14 

8.  Case  of  syringomyelia     [With  Plate  III] 

By  A.  Quarry  Silcock,  M.D.     18 

9.  A  case  of  Charcot's  disease  of  the  knee-joint 

By  W.  Collier,  M.D.,  and  G.  N.  Pitt,  M.D.       22 

10.  Lipomatous  tumour  (?  sarcoma)  of  the  spinal  cord 

By  F.  Charlewood  Turner,  M.D.       25 

11.  Alcoholic  paralysis  of  the  phrenic,  pneumogastric,  and 

other  nerves     [With  Plates  IV  and  V] 

By  Seymour  J.  Sharkey,  M.D.       27 
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II.  DISEASES,  ETC.,  OF  THE  ORGANS  OF 
RESPIRATION". 

PACIE 

1.  Diphtheria  (two  cases  of)     (Card  specimen) 

By  R.  G.  Hebb,  M.D.       34 

2.  A   case   of    pemphigus    involving    the   larynx       (Card 

specimen)  By  John  R.  Ltjnn       35 

3.  Three  cases  of  malignant  disease  of  the  air-passages 

By  Felix  Semon,  M.D.,  and  Samuel  G.  Shattock       36 

4.  Lung  from  case  of  fatal  haemoptysis  in  an  infant 

By  F.  D.  Drewitt,  M.D.,  for  H.  P.  Cholmelet,  M.D.       47 

5.  Two  cases  of  mediastinal  cancer     [With  Plate  I,  fig.  2] 

By  H.  Handford,  M.D.       48 

6.  Malignant  disease  of  bronchial  glands 

By  G.  N.  Pitt,  M.D.       54 

7.  Primary  cancer  of  pleura  By  G.  N.  Pitt,  M.D.       56 

8.  Pulmonary  endarteritis     [With  Plate  VI] 

By  George  F.  Crooke,  M.D.       61 

9.  Phthisical  cavity  with  pneumothorax  in  an  iufant  of  six 

months  By  J.  A.  Ormerod,  M.D.       66 


III.   DISEASES,    ETC.,    OF   THE   ORGANS    OF 
CIRCULATION. 

1.  Two  cases  of  malformation  of  the  heart 

By  H.  Montague  Murray,  M.D.       67 

2.  Congenital  malformation  of  heart  and  kidneys  ;  oblitera- 

tion of  pulmonary  artery  ;  aorta  arising  from  the  right 
ventricle ;  imperfection  of  septum  ventriculorum ; 
lungs  supplied  from  aorta  by  a  large  ductus  arteriosus 
dividing  into  right  and  left  pulmonaiy  branches ; 
horse- shoe  kidney     (Card  specimen) 

By  S.  Herbert  Habershon,  M.D.       71 

3.  Fatty  degeneration  of  the  heart  in  cases  of  abdominal 

tumour  By  Bedford  Fenwick,  M.D.       74 

4.  Cyst  of  heart  By  W.  B.  Hadden,  M.D.       79 
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5.  Atheromatous  sac  on  aortic  flap  of  mitral  valve,  which  is 

extremely  stenosed     (Card  specimen) 

By  G.  N.  Pitt,  M.D.       80 

6.  Mitral     stenosis    associated    with    pulmonary    phthisis 

(Card  specimen)  By  Percy  Kidd,  M.D.       81 

7.  Extreme  aortic  stenosis     (Card  specimen) 

By  Frederick  J.  Smith,  M.B., 
sent  by  E.  Tuckett,  Maidstone      82 

8.  Extreme  stenosis  of  the  orifices  of  the  coronary  arteries 

of  the  heart ;  sudden  death 

By  F.  Charlewood  Turner,  M.D. 

9.  Popliteal  aneurysm  ;    death  from  pulmonary  embolism 

(Card  specimen)  By  J.  H.  Targett,  M.S.       84 

10.  A  case  of  aneurysmal  varix  in  a  stump     [With  Plate 

VII,  fig.  1]  By  A.  H.  Eobinson,  M.D.      85 

11.  Syphilitic  arteritis  from  a  case  of  general  paralysis  of 

the  insane     (Card  specimen) 

By  R.  Percy  Smith,  M.D.       87 

12.  Four  cases  of  embolic  gangrene 

By  Anthony  A.  Bowlby      88 

13.  Two  cases  of  gangrene  caused  by  arterial  thrombosis 

By  Anthony  A.  Bowlby       92 

14.  Carcinoma  of  the  obliterated  umbilical  vein  and  hypo- 

gastric arteries  By  W.  Hale  White,  M.D.       96 


IV.  DISEASES,  ETC.,  OF  THE  ORGANS  OF  DIGESTION. 

1.  Fibroma  of  the  tongue  By  Stephen  Paget       97 

2.  Vascular  tumours  of  the  mouth  and  tongue 

By  Frederick  Treves       97 

3.  Ranula     (Card  specimen)  By  Frederic  S.  Eve     101 

4.  Tubercular  ulceration  of  tongue     (Card  specimen) 

By  W.  Hale  White,  M.D.     102 

5.  A  submaxillary  gland  removed  with  an  unusually  large 

salivary  calculus     (Card  specimen) 

By  D'Arcy  Power,  M.B.     103 

6.  Dilatation  of  the  oesophagus       By  H.  Handfoed,  M.D.     103 
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7.  Hypertrophy  of   circular  muscular  coat   of   oesophagus 

associated  with  au  hypertrophied  heart     (Card  speci- 
men) By  G.  N.  Pitt,  M.D.     107 

8.  (Esophagus  aud  stomach  with  numerous  ulcers  through 

which  caseous  glands  have  burst     (Card  specimen) 

By  G.  N.  Pitt,  M.D.     107 

9.  A   case   of  congenital   umbilical   hernia      [With   Plate 

VII,  fig.  2]  By  D'Arcy  Power,  M.B.     108 

10.  Adenomatous  polypus  of  umbilicus     (Card  specimen) 

By  W.  S.  Colman,  M.B.     110 

11.  Volvulus  of  the  caecum     (Card  specimen) 

By  W.  J.  Walsham     110 

12.  Anchylostomum  duodenale  ;  intestine  aud  parasite  from 

a  patient  infected  with  the  above 

By  W.  Hale  White,  M.D., 
for  Dr.  Rake,  of  Trinidad     111 

13.  Tubercular  ulceration  of  the  intestine,  associated  with 

the  presence  of  fruit-stones     (Card  specimen) 

By  Leopold  Hudson     112 

14.  Stricture  of  the  intestine  following  tubercular  ulcer 

By  Frederick  Treves     113 

15.  Multiple  tubercular  strictures  of  the  intestine      (Card 

specimen)  By  H.  Handford,  M.D.     117 

16.  Three  cases  of  inflammatory  changes  in  the  iutestinal 

and  mesenteric   lymph-glands  in    diphtheria     [With 
Plate  VIII]  By  Walter  S.  Colman,  M.B      122 

17.  Ulcerative  colitis  By  W.  Hale  White,  M.D.     126 

18.  A  case  of  lymphadenoma  in  which  the  intestinal  glands 

were  extensively  affected       By  W.  B.  Hadden,  M.D.     128 

19.  Large  rectal  polypus 

By  A.  Marmaduke  Sheild,  M.B.,  B.S.     130 

20.  Intestinal  concretions     (Card  specimen) 

By  W.  B.  Hadden,  M.D.     131 

21.  Atrophic  cirrhosis  of  the  liver  showing  irregular  nodular 

prominences  due  to  fatty  degeneration     (Card  speci- 
men) By  Leopold  Hudson     132 

22.  Liver,  portion  of  peritoneum,  and  spleen,  from  a  case  of 

chronic  peritonitis  with  ascites     (Card  specimen) 

By  George  F.  Crooke,  M.D.     133 
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23.  Pericellular  cirrhosis   of   liver  in  a  case  of   congenital 

syphilis     (Card  specimen)     [With  Plate  IX] 

By  F.  G.  Penrose,  M.D.     135 

24.  A  case  of  primary  carcinoma  of  the  liver    [With  Plate  X] 

By  George  F.  Crooke,  M.D.     137 

25.  Carcinoma  of  common  bile-duct.     Microscopic  sections 

from  two  cases  of  primary  new  growth  in  the  wall  of 

the  common  bile-duct  By  Norman  Moore,  M.D.     142 

26.  Cancer  of  common  bile-duct     (Card  specimen) 

By  J.  A.  Ormerod,  M.D.     145 

27.  Hydatids  of  spleen,  liver,  brain,  &c.     (Card  specimen) 

By  Bernard  O'Connor,  M.D.     146 

28.  A   case   of   carcinoma  of   the    pancreas   and   semilunar 

ganglia  By  W.  Hale  White,  M.D.     147 

29.  Cyst  of  the  peritoneum     (Card  specimen)     [With  Plate 

XXXVI,  fig.  2]  By  C.  Stonham    149 


V.  DISEASES,  ETC.,  OF  THE  GENITOURINARY 
ORGANS. 

1.  Hypertrophy  of  right  kidney  ;  congenital  (?)  atrophy  of 

left     (Card  specimen)  By  H.  Handford,  M.D.     151 

2.  A  case  of  congenital  hydronephrosis 

By  Dawson  Williams,  M.D.     152 

3.  A  case  of  calculi  contained  in  cysts  in  the  kidney 

By  H.  W.  G.  Mackenzie,  M.B.     155 

4.  Cystic  degeneration  of  kidneys     (Card  specimen) 

By  H.  Montague  Murray,  M.D.     157 

5.  Haemorrhage  into  a  renal  cyst     (Card  specimen) 

By  Leopold  Hudson     158 

6.  Necrosis  of  the  pyramids  of  one  kidney 

By  F.  Charlewood  Turner,  M.D.     159 

7.  Kidneys  from  a  case  of  renal  calculus     (Card  specimen) 

By  Frank  Penrose,  M.D.     161 

8.  Ulceration  of  bladder     (Card  specimen) 

By  John  H.  Morgan     162 
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9.  Sloughing  of  the  superior  fundus  of  the  bladder  following 

cystitis  and  stricture  By  W.  Bruce  Clarke     164 

10.  Notes  upon  the  macroscopy  of  villous  papillomata  of  the 

bladder  By  E.  Hurry  Fen  wick     166 

11 .  A  fibroma  coexisting  with  carcinoma  of  the  urinary  bladder 
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By  E.  Hurry  Fenwick  and  Boswell  Watson,  M.D.     169 
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I.   DISEASES,  ETC.,  OF  THE  NERVOUS  SYSTEM. 

1.  Partial  perforation  of  skull  in  a  case  of  cerebral  tumour. 
By  J.  A.  Ormerod,  M.D. 

The  skull-cap  shows  in  the  right  frontal  region  the  upper  part 
of  a  large  opening  somewhat  square  in  shape.  The  greater 
part  of  this  opening  was  made  in  the  course  of  a  surgical  operation, 
but  there  existed,  beforehand  a  small  though  complete  perforation 
here,  caused  by  the  cerebral  tumour.  Iu  the  rest  of  the  skull-cap 
are  several  holes,  about  thirty  in  number,  rounded  in  shape,  size 
from  that  of  a  large  jnn's  head  to  a  quarter  of  an  inch  in  diameter, 
with  edges  clean  cut  and  not  thickened,  in  depth  extending  through 
the  inner  table,  and  sometimes  almost  through  the  outer  table,  so 
that  here  their  base  is  covered  in  by  an  extremely  thin  layer  of 
bone.  These  holes  are  scattered  over  the  frontal  and  parietal 
bones,  the  largest  being  on  the  left  side. 

In  addition  there  is  some  general  thickening  of  the  skull,  at  the 
upper  part  of  the  parietal  bones,  and  in  the  neighbourhood  of  the 
large  (surgical)  perforation. 

Further,  the  bone  between  the  holes  is  remarkably  roughened, 
the  inner  table  being  studded  with  little  eminences,  which  have 
sharp  and  almost  thorny  apices. 

In  the  dura  mater  are  numerous  clean-cut  perforations  answering 
to  the  holes  in  the  skull. 

When  the  skull-cap  was  removed,  it  was  seen  that  the  perfora- 
tions  in   the  skull  corresponded  to   small   outgrowths  from   the 
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brain,  which  sprouted  through  the  dura  mater,  looking  like  small 
Pacchionian  bodies  in  the  wrong  place.  They  were  soft,  and  of 
the  colour  of  brain-tissue,  and  grew  from  the  brain -substance,  with 
which  they  seemed  to  the  naked  eye  continuous.  Into  some  of 
these  the  white  matter  appeared  to  pass  up,  like  the  vessels  into 
an  intestinal  villus. 

The  conditions  in  the  interior  of  the  brain  itself  may  be  shortly 
stated  thus.  There  was  a  large  slough  at  the  anterior  extremity 
of  the  right  frontal  lobe,  the  site  of  the  surgical  operation,  which 
filled  up  the  opening  there  made  in  the  skull  during  life.  Behind 
this  lay  a  large  tract  of  white  soft  matter  which  may  have  been 
either  tumour  or  softened  brain.  The  outlines  of  the  cortex  were 
here  indistinguishable.  This  soft  tissue  reached  backwards  to  the 
roots  of  the  horizontal  frontal  convolutions,  and  in  depth  involved 
the  whole  thickness  of  the  frontal  lobe.  The  basic  ganglia  were 
softened  on  the  right  side,  but  not  on  the  left.  In  the  ventricles 
was  a  dirty-looking  fluid ;  the  choroid  was  infiltrated  with  pus. 
This  suppurative  process,  beginning  probably  at  the  right  frontal 
lobe,  had  extended  through  the  ventricles  doAvn  into  the  descend- 
ing cornu  on  the  left  side.  There  it  had  caused  a  large  abscess 
in  the  temporo-sphenoidal  lobe,  which  had  almost  perforated  at 
the  tip  of  the  lobe.  There  was  some  (secondary)  superficial 
necrosis  of  the  bone  here,  which  would  seem  to  show  that  the 
abscess  was  not  of  recent  formation.  There  were  no  tumours  else- 
whei'e  in  the  body. 

Brief  abstract  of  clinical  history. — The  patient,  a  police  constable, 
aged  30,  was  admitted  into  St.  Bartholomew's  Hospital,  under  the 
care  of  Dr.  Andrew,  on  September  25th,  1886. 

His  previous  history  was  unimportant.  He  had  had  frontal 
headache,  principally  right-sided,  for  six  months,  vomiting,  and  loss 
of  memory  ;  difficulties  with  his  bladder  for  six  weeks ;  and  some 
weakness  of  the  legs,  twelve  months. 

On  admission,  he  could  only  just  stand ;  his  urine  was  passed 
under  him ;  he  had  to  be  fed.  There  was  double  optic  neuritis. 
The  superficial  reflexes  and  tendon  reactions  were  normal.  There 
were  no  localising  symptoms. 

Subsequent  observations  as  follows : 

October  18th. — Slight  ptosis  (left)  and  (later)  contracture  of 
left  arm.  Foot-clonus,  both  sides.  Patellar  tendon  reaction  absent 
right  side. 
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During  the  rest  of  the  year  gradually  increasing  drowsiness  ;  he 
had  to  be  fed  by  the  nasal  tube.     The  optic  discs  became  atrophic. 

By  April,  1887,  he  was  quite  comatose,  but  there  still  remained 
some  distinction  between  sleeping  and  waking,  and  he  resisted 
being  fed. 

In  September,  1887,  a  small  ulcer  on  right  cornea.  The  head 
seemed  growing  longer,  the  frontal  region  is  described  as  falling  in 
laterally. 

In  October,  1887,  a  fluctuating  swelling  appeai-ed  over  the  right 
eye  ;  the  skin  was  incised,  and  a  probe  could  be  passed  into  the 
interior  of  the  skull. 

November  1st,  1887. — The  swelling  was  laid  open  by  Mr.  Marsh, 
and  a  small  round  opening  was  found  in  the  skull,  from  which  a  soft 
reddish  mass  protruded.  After  removal  of  a  considerable  piece  of 
bone,  a  large  soft  mass  was  exposed  to  view,  which  could  not  be 
delimited  from  the  brain.  Much  of  it  was  scooped  away,  but  it 
went  too  far  back  to  be  entirely  removed.  A  cheesy  mass  was 
found  in  its  centre.  There  was  considerable  haemorrhage,  for 
which  the  actual  cautery  had  to  be  Tised.  No  improvement  was 
obtained  in  the  general  condition.  The  wound  became  foul,  and  a 
large  hernia  cerebri  formed.     Death  on  November  8th,  1887. 

It  appears  therefore  that  the  general  symptoms  of  cerebral 
tumour  were  present  on  admission,  but  none  by  which  the  disease 
could  be  localised.  A  little  later  left-sided  paralysis  appeared.  A 
year  later,  and  a  few  weeks  only  before  death,  actual  perforation 
occurred  above  the  right  eye,  probably  by  the  same  process  as  the 
perforations  which  are  now  shown  on  the  vertex. 

It  should  be  added  that  in  spite  of  the  coma,  the  inability  to 
swallow,  and  the  involuntary  passage  of  excreta,  this  patient  was 
kept  alive  and  without  a  bedsore  for  over  a  year. 

Mr.  Bowlby  examined  the  tumour  when  removed  by  operation, 
and  found  it  to  be  a  sarcoma.  December  20th,  1887. 
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2.  Angioma  of  the  cerebral  membranes.     (Card  specimen.) 

By  D'Arcy  Power,  M.B. 

[With  Plate  I,  fig.  1.] 

The  angioma  forms  an  oval  swelling  situated  upon  a  vein  on  the 
cerebral  surface  of  the  pia  mater  covering  the  angular  gyrus. 
The  tumour  itself,  after  preservation  in  spirit,  measures  an  inch  in 
length  and  three  quarters  of  an  inch  in  diameter.  It  consists  of  a 
close  plexus  of  vessels,  which  have  an  average  diameter  of  an  eighth 
of  an  iucb,  and  are  therefore  of  sufficient  size  to  receive  a  coarse 
injection  of  gelatine  and  carmine.  The  vessels  appear  to  be 
derived  from  the  vein  upon  which  tbey  lie,  reinforced  by  branches 
from  the  neighbouring  veins. 

From  a  young  man  aged  20,  who  suddenly  became  comatose 
after  returning  from  work  in  an  apparently  healthy  condition. 
Whilst  he  was  comatose  he  had  left  hemiplegia  with  divergent 
strabismus.  Two  clays  after  the  seizure  the  patient  had  several 
attacks  of  opisthotonos  with  spasm  of  the  left  limbs.  He  died  ten 
days  after  the  onset  of  the  symptoms. 

At  the  post-mortem  examination  a  large  irregular  hsemorrhage  was 
found  in  the  right  cerebral  hemisphere.  The  blood  appeared  to 
come  from  the  vessels  immediately  surrounding  a  tumour  which 
was  situated  upon  the  surface  of  the  right  angular  gyrus,  though 
its  exact  source  was  not  determined.  The  hsemorrhage  extended 
from  the  surface  of  the  brain  to  the  posterior  part  of  the  internal 
capsule,  and  had  neither  burst  into  the  lateral  ventricle  nor 
externally.  The  spinal  cord  and  other  organs  of  the  body  were 
quite  healthy. 

The  specimen  is  preserved  in  the  museum  of  St.  Bartholomew's 
Hospital,  Series  xxx,  No.  2466(a).  February  7th,  1888. 


DESCRIPTION  OF  PLATE  I. 

Fig.  1. — To  illustrate  Mr.  D'Arcy  Power's  specimen  of  Angioma 
of  the  Cerebral  Membranes.     (Page  4.) 

Fig.  2. — To  illustrate  Dr.  Handford's  case  of  Carcinoma  of  Lung. 
(Page  53.) 

From  a  drawing  by  Mr.  James  Elliott. 

Carcinoma  originating  in  the  mediastinum  and  involving  the  lung.  A  process 
of  the  greatly  thickened  carcinomatous  pleura  spreading  into  the  lung,  which  is 
extensively  consolidated,  partly  by  pneumonia,  but  chiefly  by  carcinoma  (epithelial 
cells  and  small-celled  infiltration).     Obj.  2  inches,  oc.  2. 
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3.  A  case  of  primary  cancer  (or  endothelioma)  of  the  brain,  in 
connection  with  peduncles  and  pons. 

By  Joseph  Coats,  M.D. 

[With  Plate  II.] 

I  have  been  induced  to  bring  forward  this  case  chiefly  on  account 
of  its  unusual  character,  and  because  it  raises  questions  as  to 
the  origin  of  cancer  which  still  await  answers.  It  was  somewhat 
of  a  surprise  to  me  to  find  a  tumour,  apparently  growing  from  the 
deeper  parts  of  the  brain,  composed  of  a  tissue  in  many  ways 
analogous  in  structure  to  an  epithelioma  of  the  alimentary  canal. 

During  life  the  patient  was  for  some  time  a  patient  of  Prof. 
Gairdner  in  the  Western  Infirmary,  Glasgow,  and  he  has  been 
good  enough  to  furnish  me  with  the  following  notes  of  the  clinical 
history. 

Mrs.  G — ,  aged  32,  was  admitted  to  the  Western  Infirmary 
(Ward  6)  ou  July  18th,  1887.  Her  complaint  seemed  to  have 
taken  origin  after  a  confinement  in  November,  1886,  when  she 
became  subject  to  "  weak  turns,"  which,  as  described,  seemed  at 
times  to  have  involved  loss  of  consciousness,  but  were  very  imper- 
fectly described.  She  had  also  occasional  vomiting  after  these 
attacks.  Six  weeks  before  admission  pain  in  the  head  began, 
accompanied  sometimes  by  vomiting  and  retraction  of  the  head. 
This  pain  became  extreme,  causing  her  to  cry  out  as  in  agony,  and 
also  to  talk  nonsense.     There  was  also  a  degree  of  deafness. 

On  admission,  a  peculiar  expression  was  noted,  arising  from  a 
degree  of  ptosis,  with  a  little  external  deviation  of  both  eyes. 
There  was  engorgement  of  the  optic  nerves,  engorgement  and 
tortuosity  of  the  small  vessels  extending  for  some  distance  beyond 
the  discs,  with  traces  of  exudation  over  the  discs  and  beyond  them 
along  the  course  of  the  vessels.  The  temperature,  on  one  occasion 
only,  reached  101-6°,  but,  with  comparatively  few  exceptions,  was 
normal  throughout.  A  month  after  admission  it  was  noticed  that 
the  patient  had  been  gradually  becoming  more  lethargic,  so  as  to 
be  with  difficulty  aroused,  her  answers  even  when  aroused  being 
very  stupid,  and  only  after  repeated  and  loud  questioning.     She 
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was  apt  also  to  rise  from  bed  aimlessly  and  to  utter  incoherent 
remarks.  She  complained  constantly  of  the  pain  in  her  eyes,  the 
vision  having  been  more  or  less  defective  even  from  the  commence- 
ment of  the  symptoms.  A  slight  degree  of  left  facial  paralysis  was 
observed  on  one  occasion,  but  no  paralysis  of  limbs. 

In  the  latter  part  of  August  she  began  to  pass  her  evacuations 
in  bed,  and  was  still  more  lethargic  and  incoherent.  From  this 
time  she  seemed  to  lose  ground  from  day  to  day,  becoming  much 
emaciated,  though  still  taking  nourishment,  and  without  any  new 
cerebral  symptoms.  Breathing  quiet  and  regular',  pulse  regular, 
80  per  minute. 

On  September  19th,  a  quite  exceptional  rise  of  temperature  took 
place  to  102°,  associated  with  a  rapidity  of  pulse  never  before 
observed,  140,  and  some  complaint  of  pain  in  the  right  side. 
There  were  rales  also  at  right  apex.  No  considerable  change  took 
place  in  the  cerebral  condition,  but  the  patient  on  the  whole  was 
manifestly  worse,  and  continued  in  a  similar  state  till  the  evening, 
when  she  died. 

Post-mortem  appearances. — Ou  removing  the  brain  and  examining 
it  from  above,  a  prominent  grey  tumour  was  observed,  presenting 
itself  between  the  cerebellum  and  the  cerebrum  in  the  middle  line. 
The  tumour  appeared  in  its  anterior  jjarts  to  be  cystic  or  softened, 
only  a  thin  layer  of  tissue  confining  the  soft  contents.  After 
hardening  in  alcohol  a  longitudinal  section  was  made  in  the  middle 
line  so  as  to  show  the  relations  of  tumour  and  neighbouring  struc- 
tures.    This  section  is  represented  in  Plate  II,  fig.  1. 

The  tumour  was  seen  to  lie  above  the  pons  Varolii  and  the 
peduncles,  and  though  generally  in  the  middle  line,  it  had  more  of 
its  substance  to  the  right  than  to  the  left.  It  impinged  on  the 
pons,  but  seemed  to  be  more  immediately  in  connection  with  the 
peduncles,  projecting  upwards  and  backwards  from  these. 

Its  l-elation  to  the  aqueduct  of  Sylvius  and  fourth  ventricle  is 
interesting,  and  is  such  that  it  may  have  originated  from  the 
aqueduct.  The  first  part  of  this  passage,  for  the  distance  of  a 
quarter  of  an  inch,  is  in  front  of  the  tumour,  and  is  not  appreciably 
affected.  The  remainder  of  it  is  flattened  over  the  convexity  of  the 
tumour, which  may  be  said  to  dilate  this  portion  of  the  aqueduct. 
The  structures  above  the  aqueduct  are  greatly  compressed  and 
elongated  backwards,  the  corpora  quadrigemina  being  only  distin- 
guishable as  an  elongated  arched  layer  of  nervous  tissue  about  a 


DESCRIPTION  OF  PLATE  II. 

Illustrating  Dr.  Joseph  Coats'  case  of  Primary  Cancer  of  the 
Brain.     (Page  5.) 

From  drawings  by  Dr.  Coats. 

FlG.  1. — Median  section  exposing  tumour  and  neighbouring  structures  of  brain. 
a.  Tumour,  b.  Corpora  quadrigemina  stretched  over  tumour.  The  aqueduct  of 
Sylvius  is  visible  between  tumour  and  corpora  quadrigemina.  The  tumour 
projects  backwards  into  fourth  ventricle,  c.  Thalamus  opticus,  d.  Third 
ventricle. 

Fig.  2. — From  marginal  part  of  tumour.  Along  upper  surface  it  is  in 
immediate  contact  with  brain-substance  (a),  laterally  it  is  in  contact  with  connec- 
tive tissue,  which  is  somewhat  irritated,      x  70. 

Fig.  3. — An  isolated  part  in  midst  of  tumour.  It  encloses  connective  tissue 
in  which  are  the  open  mouths  of  a  number  of  vessels.      x  70. 
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sixteenth  of  an  inch  in  thickness.  The  calibre  of  the  aqueduct 
can  still  be  made  out  between  the  tumour  and  the  corpora  quadri- 
gemina.  The  tumour  projects  posteriorly  into  the  fourth  ventricle, 
a  considerable  portion  of  its  bulk  being  in  this  ventricle. 

The  tumour  itself  is  oval  in  shape,  the  long  diameter,  which  is 
from  before  backwards,  being  an  inch  and  three  eighths  in  length, 
and  the  short  diameter,  which  is  from  above  downwards,  about 
seven  eighths.  The  posterior  part  of  the  tumour  is  solid,  and 
consists  of  a  soft  whitish  tissue,  which  towards  the  central  parts 
is  obviously  brittle,  while  completely  softened  and  crumbling 
anteriorly. 

There  was  a  moderate  degree  of  hydrocephalus,  the  surface  being 
somewhat  glazed  and  the  ventricles  containing  an  excess  of  fluid, 
of  which  it  was  possible  to  collect  about  an  ounce. 

Microscopic  examination. — The  tissue  of  the  tumour  is  evidently 
very  soft,  and  continuous  sections  are  only  obtained  by  embedding 
in  celloidin.  In  sections  so  obtained  the  tissue  is  seen  to  be  fre- 
quently broken  up,  even  at  the  marginal  parts  of  the  tumour. 

The  most  striking  constituents  of  the  tumour  are  cylindrical 
cells  arranged  in  rows  or  enclosing  spaces.  This  is  very  strikingly 
seen  at  the  margin  of  the  tumour,  where  it  impinges  on  the  brain- 
substance.  Here  there  is  an  apparently  continuous  row  of  palisade- 
like cells,  which  form  a  sinuous  or  convoluted  outline  (see  Plate  II, 
fig.  2).  These  cells  almost  directly  impinge  on  the  brain-substance, 
there  being  at  most  an  irritative  layer  infiltrated  with  round,  cells 
between  them  and  the  proper  nervous  tissue.  The  cells  are  in  the 
form  of  typical  cylindrical  epithelium,  and  strongly  suggest  those 
which  line  the  ventricles  or  central  canal  of  the  cord.  Throughout 
the  tumour  these  cylindrical  cells  are  present,  sometimes  enclosing 
spaces,  and  sometimes  forming  more  elongated  sinuous  rows. 

The  relation  of  these  cylindrical  cells  to  the  remaining  con- 
stituents is  somewhat  peculiar.  The  cylinder  cells,  lying  close 
together,  have  flattened  summits,  which  form  a  level  continuous 
surface,  like  the  flat  surface  of  the  cylindrical  epithelium  of  any 
mucous  membrane  or  of  the  epithelium  of  the  central  canal.  This 
appearance  would  suggest  that  the  epithelium  was  lining  glands  or 
ducts,  but  this  flat  surface  is  in  contact  with  connective  tissue, 
which  is  usually  very  vascular.  In  fact,  just  as  at  the  margin  of 
the  tumour  the  cylindrical  cells  face  the  nervous  tissue,  and  are 
here  in  contact  with  vascular  structures,  sometimes  infiltrated  with 
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round  cells,  so  here  the  cylinders  are  in  contact  with  connective 
tissue,  and  the  spaces  which  the  rows  of  cells  enclose  are  occupied 
by  highly  vascular  connective  tissue  (see  fig.  3.)  On  th.e  other 
side  of  the  cylindrical  cells  there  are  irregular  aggregations  of 
large  cells  having  the  characters  of  epithelial  cells.  Sometimes 
they  form  large  globular  bodies  as  if  swollen  up,  and  this  is  asso- 
ciated with  obscuration  of  the  nuclei.  These  cells  are  of  various 
shapes  and  sizes,  and  they  are  apparently  very  prone  to  secondary 
changes. 

It  should  be  added  that  the  cylinder  cells  are  obviously  adherent 
to  each  other,  so  that  they  often,  in  the  broken  parts  of  the 
tumour,  are  seen  in  short  lengths,  a  number  lying  stuck  together 
and  separated  from  the  rest.     No  cilia  were  detected  on  the  cells. 

It  must  be  confessed  that  this  tumour  presents  in  its  structure 
certain  differences  from  an  ordinary  cancer.  The  cylindrical  cells 
do  not  in  any  sense  line  ducts,  or  even  form  the  regular  lining  of 
cell-nests.  On  the  other  hand,  their  typical  epithelial  character 
almost  compels  us  to  place  the  tumour  among  the  epithelial 
tumours,  and  to  call  it  a  cylinder-celled  epithelioma.  I  think  that 
in  this  case  the  tumour  has  probably  originated  from  the  epithe- 
lium lining  the  aqueduct  of  Sylvius,  and  if  Ave  regard  this  as 
epithelium  and  not  as  endothelium,  then  again,  in  reference  to  its 
origin,  the  tumour  should  be  called  an  epithelioma.  I  am  aware 
that  many  pathologists  deny  the  possibility  of  a  primary  cancer  of 
the  brain,  and  would  call  such  a  tumour  as  this  an  endothelioma, 
but  I  cannot  say  that  I  am  convinced  of  the  correctness  of  their 
views.  May  1st,  1888. 


4.  Psammoma  of  brain.     {Card  specimen.) 
By  L.  A.  Dunn,  B.S. 

This  specimen  of  cerebral  tumour  was  removed  from  the  brain  of 
a  subject  in  the  dissecting  room  at  Guy's  Hospital.  It  was 
firmly  attached  to  the  dura  mater  and  also  to  the  inner  aspect  of 
the  right  parietal  bone,  the  point  of  its  bony  attachment  being 
situate  about  three  quarters  of  an  inch  external  to  the  centre  of 
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the  upper  border  of  the  bone  and  marked  by  a  rough  eminence, 
pitted  in  places. 

The  tumour  appeared  to  occupy  the  right  parietal  lobe,  but  such 
was  the  diffluent  condition  of  the  brain  that  an  exact  observation 
could  not  be  made.  The  tumour  is  of  an  irregular,  spheroidal 
shape  (two  and  a  half  by  two  inches),  firm  on  section,  and  fibrous 
looking.  By  the  aid  of  the  microscope  it  is  found  to  consist  of 
fibrous  tissue  mainly,  with  here  and  there  "nests"  typical  of  a 
psammoma.  On  applying  to  the  medical  officer  of  the  infirmary  at 
which  the  patient  died  I  was  informed  that  death  was  due  to  bron- 
chitis and  that  no  symptoms  of  cerebral  compression  whatever  were 
evinced  by  the  patient  during  life.  May  1st,  1888. 


5.  A  case  of  cystic  growths  in  the  cerebellum  and  right  adrenal. 
By  F.  Charlewood  Turner,  M.D. 

The  two  preparations  exhibited  show  the  cerebellum  with  the  pons 
Varolii  and  medulla  oblongata,  and  the  right  adrenal  of  a  man 
aged  44,  who  died  with  symptoms  of  tumour  in  the  cerebellum. 

In  that  organ  there  is,  at  the  outer  border  and  under  surface  of 
the  right  lobe,  a  tumour  about  the  size  of  a  pigeon's  egg,  consisting 
of  a  cyst  surrounded  by  a  wall  of  neAV  growth  a  quarter  of  an  inch 
thick,  except  on  its  under  surface,  where  it  was  closed  in  by  mem- 
brane only.  The  cyst  was  lined  by  a  smooth  membrane  and  con- 
tained clear  serous  fluid.  This  tumour,  though  really  structurally 
connected  with  the  cerebellar  cortex,  appeared  to  be  completely 
encapsuled  and  attached  to  the  nerve-structures  by  membrane 
only. 

At  the  upper  surface  of  the  cerebellum  there  is  a  second  smaller 
tumour,  of  rounded  form  and  about  one  inch  in  diameter,  which 
projects  at  the  inner  part  of  the  antero-superior  lobe  on  the  same 
side,  in  immediate  contact  with  the  middle  lobe  at  that  part,  which  it 
had  compressed  and  indented  on  the  right  side.  This  tumour  has 
been  laid  open  in  its  longest  diameter  by  an  obliquely  transverse 
incision.  It  is  seen  to  be  separated  by  a  capsule  from  the  con- 
tiguous laminae  of  the  cerebellum,   which  it  has   displaced,    but 
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to  be  in  structural  continuity  with  the  medullary  tissue  at  its  deep 
surface.  Over  its  projecting  surface  the  flattened  remains  of 
atrophic  lamina?  pass  from  side  to  side.  In  the  central  and  upper 
(or  outer)  part  of  this  growth  is  a  cavity  of  the  size  of  a  broad  bean, 
filled  with  granular  coagulum  of  light  brownish  tinge.  In  both 
tumours  the  growth  has  a  brownish  colour  mottled  with  darker 
spots,  indicating  its  great  vascularity  and  the  occurrence  of  haemor- 
rhages in  it. 

The  right  adrenal  has  been  converted  into  a  tumour  of  the  size 
of  a  fist,  and  consists  of  a  large  cavity  divided  into  two  by  a 
rigid  longitudinal  septum,  which  looks  like  a  thin  plate  of  cartilage, 
enclosed  by  a  wall  of  new  growth  from  a  quarter  to  over  half  an 
inch  in  thickness.  The  growth  is  in  parts  fibrous,  and  in  places 
there  are  opaque  necrotic  areas.  There  are  numerous  cysts  in  the 
section  from  the  size  of  a  split  pea  and  less.  The  centi'al  cavity 
has  a  thick  fibrous  wall  which  is  covered  by  masses  of  opaque 
granular  coagulum.  It  contained  a  quantity  of  gelatinous  matter 
and  fibrinous  coagulum  when  laid  open  at  the  autopsy.  The  tumour 
is  covered  on  one  side  by  peritoneum. 

The  following  is  an  abstract  of  the  clinical  notes  of  the  case  : 
George  P — ,  aged  44,  described  as  a  labourer  and  a  temperate 
man,  was  admitted  into  the  London  Hospital  under  the  care  of 
Dr.  Down  on  January  20th,  1887,  complaining  of  violent  headache, 
which  had  lasted  eighteen  months,  and  of  sickness,  which  had  come 
on  lately.  He  had  served  in  the  Police  Force  ten  years,  getting 
knocked  about  a  good  deal.  Eight  years  ago  he  was  hit  on  the 
forehead  by  a  brick.  Twenty  years  ago  he  had  "  typhus  "  fever, 
and,  about  eight  years  ago,  ague.  There  was  no  history  of  gout 
or  syphilis.  He  himself  attributed  his  illness  to  want  of  rest  and 
anxiety.  Eighteen  months  ago,  when  at  work,  he  was  attacked  with 
pain  in  his  head.  This  continued  more  or  less  from  that  time,  but 
about  a  week  before  Christmas  it  became  so  severe  that  he  had  to 
give  up  work,  and  it  has  been  nearly  constant  since  then. 

It  was  most  severe  in  the  frontal  and  occipital  regions  but  also 
at  the  vertex.  Since  Christmas  he  has  had  attacks  of  vomiting, 
especially  in  the  morning  and  evening,  about  half  an  hour  after  food. 
He  suffered  also  from  buzzing  in  the  ear,  deafness,  and  dimness 
of  sight. 

When  admitted,  he  was  an  intelligent  man,  well  built,  and  fairly 
well  nourished,  but  weakened  by  his  illness,  depressed  in  spirits, 
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and  emotional.  He  spoke  slowly,  and  sometimes  scarcely  audibly, 
and  could  only  walk  for  a  few  yards,  getting  giddy  and  stagger- 
ing, with  pain  in  his  head.  He  was  not  in  pain  and  fairly  comfort- 
able when  lying  quiet.  He  slept  badly.  There  was  no  muscular 
paralysis  or  tremor,  but  he  could  not  write  so  well  as  before.  No 
defect  of  tactile  sensibility  but  a  sense  of  numbness  over  the  head. 
The  knee-jerks  and  plantar  reflexes  were  present.  There  was  no 
notable  evidence  of  visceral  disease  except  some  tortuosity  of  the 
arteries. 

At  a  subsequent  examination  it  was  found  that  he  had  a  tendency 
to  fall  towards  the  right  side  when  he  stood  up  or  sat  up  on  the 
side  of  the  bed.     There  was  marked  inco-ordination  in  walking. 

On  ophthalmoscopic  examination  (by  Dr.  James  Anderson)  the 
right  optic  disc  was  found  to  be  swollen  and  its  edges  blurred,  and 
numerous  small  haemorrhages  were  seen.  In  the  left  fundus  no 
haemorrhages  were  visible,  but  the  inner  half  of  the  disc  was  of  a 
full  pink  colour,  and  the  vessels  were  hazy,  the  outer  half  of  the 
disc  being  pale.  The  movements  of  the  eyes  were  natural  though 
somewhat  slow,  and  there  was  no  inequality  of  the  pupils,  which 
reacted  to  light  aud  accommodation,  though  feebly.  He  could  not 
hear  a  watch  within  an  inch  of  his  right  ear,  or  in  contact  with  his 
right  temple,  but  he  could  hear  it  well  when  placed  against  his 
left  temple  or  six  inches  from  his  left  ear.  The  tongue  deviated  to 
the  right  when  protruded.     There  was  no  facial  paralysis. 

After  admission  headache,  varying  in  intensity,  and  vomiting, 
with  constipation,  continued  the  most  prominent  symptoms.  Later 
on,  increasing  enfeeblement  of  the  muscular  movement  was  very 
notable.  The  patient  became  drowsy  and  apathetic,  passing  the 
evacuations  in  bed,  and  ultimately  died  comatose  with  pneumonia 
of  the  right  lung.  His  temperature  was  subnormal,  ranging  from 
97°  to  98-4°,  until  a  few  days  before  his  death.  The  urine  was 
natural. 

Autopsy. — At  the  autopsy  inspection  of  the  brain  revealed  the 
cerebellar  growth  above  described,  and  dilatation  of  the  lateral 
ventricles  with  flattening  of  the  convolutions  of  the  hemispheres. 
The  spinal  cord  was  normal.  The  left  adrenal  was  normal.  In  the 
liver  there  was  a  cyst  of  the  size  of  an  almond,  about  the  middle 
of  the  upper  surface,  filled  with  clear  fluid,  in  which  were  sus- 
pended small  plates  of  cholesterine,  about  one  sixteenth  of  an  inch 
square  and  less  than  half  that  thickness  ;  and  in  the  gall-bladder, 
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iii  which  there  was  an  annular  constriction  about  three  quarters  of 
an  inch  from  the  fundus,  were  several  pale  fawn-coloured  choles- 
terine  calculi,  of  rounded  shape,  partially  facetted.  In  the  left 
kidney  were  several  cysts  both  superficially  and  deeply  situated. 
There  was  pneumonic  consolidation  of  the  upper  part  of  the  right 
lung.  The  heart  was  normal  with  the  left  ventricle  contracted. 
There  was  no  enlargement  of  the  glands  along  the  spinal  column. 
No  bronzing  of  the  skin. 

Microscopical  examination  of  the  growth. — Thin  sections  were 
made  from  the  growth  in  the  wall  of  the  cyst  in  the  larger  tumour 
of  the  cerebellum  and  from  the  adrenal  growth,  and  are  exhibited 
with  the  specimen.  The  former  was  found  to  consist  of  a  highly 
vascular  growth  with  many  greatly  dilated  vessels,  some  filled  with 
blood-coagulum,  some  empty  or  with  shreds  of  coagula  adherent 
to  their  walls.  These  varicosities  of  the  vessels  occupy  much  of 
the  field.  The  growth  itself  consists  of  a  fine  reticulum,  indistinct 
and  cloudy  in  the  sections,  in  which  are  round  and  elongated  oval 
nuclei  of  considerable  size  but  faintly  stained,  and  smaller  deeply 
stained  leucocytes  and  elongated  nuclei  in  the  walls  of  the  vessels. 
The  nuclei  are  not  very  abundant  and  nowhere  crowded  together. 
In  places  the  structure  has  a  cloudy,  fibrous  appearance  without 
nuclei.  The  cyst  wall  is  well  defined  and  fibrous.  On  one  side  of 
the  section,  where  the  free  surface  of  the  growth  has  been  included, 
atrophic  remains  of  the  granular  and  superficial  layers  of  the  cere- 
bellar cortex  are  seen,  with  some  of  the  cells  of  Purkinje,  showing 
that  the  growth  was  in  the  medullary  matter  of  the  cerebellum, 
though  apparently  completely  encapsulated  and  sepai'ated  from  it. 

The  sections  from  the  adrenal  growth  exhibit  a  similar  but  more 
fibrous,  sparsely  nucleated,  reticular  structure,  traversed  by  a  net- 
work  of  dilated  capillaries  with  thickened  walls,  and  here  and 
thei*e  by  supporting  columns  of  dense  fibrous  tissue  (lymph adenoid 
tissue).  There  are  also  many  large  vessels  conspicuous  in  the 
section  ;  and  the  larger  spaces,  which  give  the  growth  a  cystic 
appearance,  seem  to  be  lai'ge  vascular  channels  in  it.  In  parts  the 
tissue  is  degenerated,  consisting  of  a  cloudy,  fibrous  meshwork 
traversed  by  vessels. 

At  the  outer  surface  of  the  growth,  beneath  its  thick  fibrous 
capsule,  there  is  a  band  of  different  structure,  separated  from  the 
lymphadenoid  structure  above  described  by  a  broad  tract  of  dense 
fibrous  tissue.     This  comparatively  narrow  band,  which  seems  to  be 
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the  altered,  cortical  tissue  of  the  adrenal,  consists  of  a  closely  felted 
fibrous  structure,  like  that  seen  in  advanced  conditions  of  cirrhosis 
of  the  kidney,  traversed  by  a  network  of  vessels  of  varying  calibre, 
so  that  its  section  has  the  appearance  of  a  perforated  membrane. 
The  glandular  structure  of  the  organ  has  entirely  disappeared. 

Remarks. — The  clinical  symptoms  in  this  case  accord  with  those 
generally  associated  with  tumours  involving  or  compressing  the 
middle  lobe  of  the  cerebellum,  as  illustrated  in  the  case  of  tumours 
in  this  situation  in  the  series  of  cases  of  cerebral  tumours  exhibited 
to  the  Society  last  session. 

In  two  of  these  cases  the  symptoms  were  associated  with  injuries 
to  the  head.  In  one  instance  a  sarcomatous  tumour  affecting 
chiefly  the  central  and  left  lobes  of  the  cerebellum  was  attended  by 
symptoms  dating  from  six  months  after  an  injury  to  the  forehead 
on  the  right  side.  It  seems  possible  that  the  growths  in  the 
present  instance  may  have  been  in  part  dependent  upon  injury  sus- 
tained by  the  cerebellum  through  contre-coup  from  the  blow  on  the 
forehead  from  a  brick,  although  said  to  have  occurred  six  years 
before  the  commencement  of  the  symptoms,  the  eighteen  months' 
duration  of  the  early  symptoms  of  headache,  showing  the  slowness 
of  the  growth. 

The  cerebellar  tumours  may,  however,  have  been  secondary  to 
the  larger  and  more  fibrous  abdominal  growth,  being  of  a  very 
similar  structure,  and  multiple  primary  growths  in  the  brain  being 
especially  rare. 

The  concurrence  of  "simple  cysts"  in  all  these  growths,  with 
cysts  in  the  liver  and  kidney,  may  have  been  an  accidental  associa- 
tion of  cysts  of  different  kinds,  connective-tissue  cysts  in  the 
tumours  and  glandular  in  the  liver  and  kidney.  But  the  fact  is  of 
interest  in  connection  with  cases  in  which  cysts  in  various  organs 
have  been  found  associated,  such  as  those  recorded  by  Drs. 
Savage  and  Hale  White  in  vol.  xxxv  of  the  '  Transactions,'  and 
especially  one  recorded  by  Dr.  Pye-Smith  in  vol.  xxxvi  of  the 
'  Transactions,'  in  which  there  were  numerous  small  cysts  in  the 
pancreas  and  kidneys  with  a  simple  cyst  in  the  cerebellum. 

November  15th,  1887. 
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6.  A   case    of  necrosis   of  mastoid   cells ;    trephining ;    spinal 
meningitis;   death.     {Card  specimen.) 

By  John  R.  Lunn. 

JD— ,  aged  20,  male,  November  26th,  was  admitted  suffering 
•  from  otorrhoea.  Shortly  before  admission  the  discharge 
stopped.  This  was  followed  by  vomiting,  headache,  opisthotonos  and 
dilatation  of  the  pupils  and  high  temperature.  These  symptoms 
continued  till  on  the  8th  of  Januai'y  he  was  trephined ;  some  fetid 
pus  and  dead  bone  came  away.  All  symptoms  ceased,  the  wound 
was  drained  and  healed  kindly,  and  patient  seemed  to  get  quite 
well. 

On  February  1st,  the  symptoms  began  to  return.  Vomiting  first 
appeared,  followed  by  high  temperature,  opisthotonos,  weak  rapid 
pulse,  pains  in  limbs,  and  sluggish  pupils.  These  symptoms  con- 
tinued till  his  death  on  February  16th. 

On  examining  the  cord  it  was  discovered  that  from  the  medulla 
down  to  the  cauda  equina  was  a  thick  layer  of  greenish  pus  under 
the  arachnoid,  thicker  in  the  lumbar  than  cervical  regions.  The 
cord  itself  was  congested  and  softened.  The  base  of  the  brain 
showed  all  signs  of  inflammation  of  its  membranes,  especially 
around  the  pons  and  cerebellum.     Brain  and  cerebellum  healthy. 

February  21st,  1888. 


7.  Syringomyelia,  with  dilatation  of  the  lateral  ventricles   of 

the  brain. 

By  F.  Chaelewood  Turner,  M.D. 

rp he  specimen  exhibited  is  the  spinal  cord  of  a  woman  aged  23, 
who  died  in  the  London  Hospital  from  a  severe  burn,  the 
result  of  her  having  fallen  into  the  fire  in  a  fit.  She  had  had 
wasting  of  the  arms  during  twelve  months,  the  limbs  presenting 
the  appearance  characteristic  of  progressive  muscular  atrophy. 
She  had  been  subject  to  fits  for  several  years,  and  had  three  or 
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four  during  the  night  after  her  admission,  but  none  afterwards. 
She  had  pyrexia  of  moderate  degree  while  in  the  hospital  (100° — 
101°).  She  had  persistent  diarrhoea  for  three  days  before  her 
death,  which  occurred  on  the  thirteenth  day  after  admission. 

The  spinal  cord  is  traversed  throughout  the  cervical  and  dorsal 
regions  by  a  large,  centrally  situated  tubular  cavity  of  irregular 
form,  and  in  the  lower  half  of  the  lumbar  enlargement  and  conus 
by  a  smaller  cavity  in  the  right  posterior  grey  column,  unconnected 
with  the  other. 

The  larger  cavity  occupies  both  halves  of  the  cords,  and  is  cen- 
trally situated  excepting  at  its  upper  extremity  in  the  lower  part 
of  the  medulla  oblongata,  where  it  appears  in  sections  through  the 
decussation  of  the  pyramids,  as  a  transverse  fissure  in  the  continua- 
tion of  the  left  posterior  cornu,  nearly  reaching  the  surface  of  the 
cord,  and  one  in  the  substance  of  Rolando  on  the  right,  and  in  the 
middle  of  the  dorsal  region,  where  it  is  divided  into  two  parallel 
channels  in  the  posterior  part  of  the  grey  substance  on  each  side. 
Where  centrally  situated,  it  is  divided  by  an  incomplete  median 
antero-posterior  membrane. 

In  the  cervical  region  the  transverse  section  of  the  channel  is 
rounded  anteriorly,  but  projects  posteriorly  along  the  nerve-roots  to 
the  surface  of  the  cord,  separating  the  posterior  and  lateral  white 
columns  from  each  other.  Microscopical  examination  of  thin 
sections  in  this  and  in  the  dorsal  regions  shows  that  the  cavity  has 
been  foi'med  in  the  posterior  part  of  the  grey  columns  and  commis- 
sure, lying  behind  the  central  canal.  In  the  middle  and  upper  part 
of  the  cervical  enlargement,  where  the  expansion  of  the  cord  is 
greatest,  the  section  is  nearly  symmetrical ;  above  and  below,  the 
expansion  is  greater  on  the  left  side. 

At  the  junction  of  the  dorsal  and  cervical  regions  the  channel  is 
smaller,  contracted  and  rounded  on  the  left  side  by  disappearance 
of  the  projection  of  the  cavity  along  the  posterior  nerve-roots  on 
that  side.  At  the  same  time  the  section  of  the  channel  is  enlarged 
on  the  right  side  by  the  appearance  of  a  rounded  projection  in  the 
position  of  the  anterior  coi'nu  and  nerve-roots  on  that  side,  which 
very  nearly  reaches  the  surface  of  the  cord.  By  this  change  the 
channel  is  brought  more  and  more  to  the  right  side,  and  in  the 
upper  third  of  the  dorsal  region,  and  towards  the  middle,  it  is 
almost  entirely  on  that  side.  It  then  becomes  greatly  contracted, 
and  is  divided  into  two  separate  and  unequal  channels  for  a  short 
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distance  iu  the  mid-dorsal  region.  The  two  channels  are  in  the 
posterior  part  of  the  grey  columns  on  each  side.  That  on  the  left 
is  of  small  size,  and  deeply  situated  in  the  posterior  cornu,  that  on 
the  right  is  of  larger  size,  and  of  triangular  section,  with  projections 
in  the  direction  of  the  anterior  and  posterior  cornu  and  nerve-roots, 
and  towards  the  central  grey  commissure.  A  little  lower  down  a 
single  channel  is  again  formed,  at  first  symmetrical  with  projections 
along  all  four  coruua  and  nerve-roots,  then  much  contracted  and  of 
triangular  form  almost  wholly  on  the  right  side,  and  lastly,  at  the 
lower  end  of  the  dorsal  region,  once  more  symmetrical,  rounded 
anteriorly  and  projecting  along  the  posterior  nerve-roots  to  the 
surface  of  the  cord.  Here  it  contracts,  at  first  gradually  and  then 
abruptly,  its  lower  extremity  appearing  in  sections  though  the 
upper  part  of  the  lumbar  enlargement  as  a  narrow  fissure  in  the 
inner  part  of  each  posterior  cornu  extended  along  the  issuing 
nerve-roots,  and  running  parallel  to  their  border.  The  fissure  on 
the  left  side  is  the  larger,  and  that  alone  appears  in  sections  a  little 
lower  clown.  Each  fissure  at  its  extremity  is  limited  to  the  tip  of 
the  cornu  and  the  nerve-root. 

Transverse  sections  through  the  middle  of  the  lumbar  enlarge- 
ment show  a  cavity  in  the  outer  part  of  the  posterior  cornu  of  the 
right  side.  This  cavity  is  of  triangular  section  with  processes  in 
the  direction  of  the  nerve-roots  and  towards  the  centre  of  the  grey 
commissure.  This  second  cavity  is  larger  in  sections  through  the 
extremity  of  the  lumbar  enlargement  and  conus,  but  limited  to 
the  same  part.  A  small  glass  rod  passed  through  it  in  the  end  of 
the  conus  is  seen  emerging  upon  the  posterior  surface  of  the 
extremity  of  the  cord. 

Sections  of  the  cord  from  different  regions  showed  that  the 
cavity  was,  in  this  case  as  in  others,  independent  of  the  central  canal 
and  situated  behind  it.  In  the  lower  lumbar  region  the  central 
canal  presents  a  normal  appearance  with  a  well-defined  lining  of 
columnar  epithelium.  In  other  parts  the  central  canal  is  closed 
by  a  corpuscular  mass  in  which  its  outline  is  obscured. 

In  the  brain  both  lateral  ventricles  were  dilated.  The  left 
anterior  cornu  was  more  expanded  than  the  right,  and  the  left 
posterior  cornu  extended  farther  back  than  the  right. 

There  was  nothing  noteworthy  in  the  abdominal  or  thoracic 
viscera.     There  were  no  ulcers  in  the  duodenum. 

The  association  of  dilatation  of  the  ventricles  of  the  brain  with 
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such  tubular  cavities  in  the  cord,  observed  in  similar  cases  generally, 
is  emphasised  in  this  instance  in  the  association  of  a  spinal  lesion 
affecting  more  especially  the  right  side  of  the  cord  with  a  greater 
ventricular  dilatation  on  the  opposite  side  of  the  brain.  The  facts 
indicate  the  origination  of  both  spinal  and  cerebral  lesion  in  some 
structural  or  nutritional  defects  affecting  the  cerebro-spinal  system 
as  a  whole. 

Leyden  regards  these  tubular  cavities  in  the  cord  as  due  to  the 
distension  of  unobliterated  portions  of  the  posterior  projection  of 
central  canal  of  the  embryo  ;  and  Dr.  Taylor  mentions  this  as  the 
most  probable  explanation  of  the  lesion  in  two  cases  observed  by 
him  and  recorded  in  vols,  xxix  and  xxxv  of  our  '  Transactions,'  the 
latter  of  which  resembled  this  specimen  in  several  points.  In  that 
case  also  the  cavity  was  at  one  part  divided  into  two  channels  in 
the  lateral  grey  columns,  and  in  part  limited  to  the  right  posterior 
grey  cornu,  being  reduced  to  a  narrow  fissure  in  this  situation  in 
the  lumbar  region,  and  the  cavity  was  more  expanded  on  the  left 
side  at  its  upper  end. 

But  the  anatomical  features  of  the  lesion  in  both  these  specimens 
seem  to  me  opposed  to  that  view  of  its  origin.  In  the  present 
instance  the  limitation  of  the  smaller  cavity  in  the  lumbar  enlarge- 
ment to  the  posterior  cornu  of  one  side,  the  similar  limitation  of 
the  large  cavity  in  part  of  its  course  to  the  posterior  part  of  the 
grey  column  on  each  side,  and  the  presence  of  an  anteroposterior 
median  septum  in  the  cavity,  where  centrally  situated,  in  both  the 
cervical  and  dorsal  regions,  seem  to  indicate  the  origination  of  both 
cavities  in  the  posterior  cornua,  with  extension  to  the  commissure 
in  the  case  of  the  larger  one. 

The  occui'rence  of  progressive  amyotrophic  paralysis  in  the  arms 
during  the  last  twelve  months  of  the  patient's  life,  is  evidence  of 
progressive  expansion  of  the  larger  cavity  by  increased  accumulation 
of  fluid  in  it.  And  the  anatomical  features  of  the  specimen  show 
that  this  accumulation  of  fluid  by  which  the  symptoms  were  pro- 
duced, took  place  not  in  one  central  channel  but  in  parallel 
channels,  one  in  each  half  of  the  cord,  in  part  separated  by  a  tract 
of  nerve-tissue,  for  the  most  part  by  an  imperfect  membranous 
septum  only. 

Thus  if  the  lesion  originated,  in  accordance  with  Leyden's  view, 
in  a  cyst  in  the  commissure  behind  the  central  canal,  the  symptoms 
must  have  resulted  from  an  extension  of  the  central  cyst  to  the 
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posterior  grey  cornua,  and  upwards  and  downwards  in  the  less 
resistant  structure  thus  afforded  for  its  expansion.  The  s mallei- 
cavity  in  the  lumbar  enlargement  must  then  also  have  resulted 
from  the  downward  extension  in  the  right  grey  column  of  the 
larger  cavity  from  which  it  appears  to  be  completely  separated. 

It  is,  I  think,  more  probable  that  the  cavities  originated  as 
simple  connective-tissue  cysts,  such  as  those  seen  in  the  cerebellum 
or  in  the  membranes  of  the  brain,  in  the  posterior  grey  columns  on 
both  sides  of  the  spinal  cord,  these  being  the  parts  in  which,  as  the 
specimen  shows,  the  resistance  to  the  accumulation  of  pent-up 
cerebro-spinal  fluid  or  serous  exudation  is  least ;  both  sides  being 
simultaneously  affected  as  in  other  independent  and  intrinsic  lesions 
of  the  cord. 

The  association  of  the  spinal  lesions  with  distension  of  the  ven- 
tricles of  the  brain  is  also  more  in  accordance  with  this  view  of  the 
origin  of  these  cavities.  For  the  ventricles  of  the  brain,  though 
developmentally  and  anatomically  connected  with  the  central  canal 
of  the  spinal  cord,  are,  as  large  reservoirs  for  the  cerebro-spinal 
fluid  and  cpiasi-perivascular  spaces  for  the  vessels  of  the  velum 
interpositum,  more  in  correspondence  physiologically  or  function- 
ally with  the  perivascular  and  other  lymph-spaces  of  the  connective 
tissue  of  the  cord.  December  6th,  1887. 


8.   Case  of  Syringomyelia. 

By  A.  Quarry  Silcock,  M.D. 

[With  Plate  III.] 


The  microscopical  specimens  and  drawings  are  shown  with 
the  purpose  of  demonstrating  the  formation  of  a  tube-like 
cavity,  occupying  the  posterior  columns  of  the  cord  and  extending 
through  a  considerable  length  of  the  latter,  by  a  process  of  excava- 
tion of  newly-formed  connective  tissue  which  has  developed  in  that 
situation  as  a  result  of  traumatic  myelitis. 

The  cord  was  taken  from  the  body  of  a  man  who  broke  his  neck 
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in  diving  into  the  river  Thames.  The  autopsy,  and  a  subse- 
quent examination  of  the  cervical  spine,  showed  that  the  body  of 
the  fifth  cervical  vertebra  had  been  crushed  and  somewhat  displaced 
backwards,  giving  rise  to  a  projection  in  the  spinal  canal.  Opposite 
this  pi'ojection  the  spinal  cord  was  almost  completely  disorganised, 
evidently  by  the  pressure  exerted  upon  it.  The  clinical  history  of 
the  case  is  remarkable,  insomuch  as  the  man  lived  exactly  ten 
months  after  the  accident.  It  is  fully  set  forth  in  the  '  Lancet ' 
of  October  1st,  1887,  by  Surgeon-Major  Myers,  who  kindly  sent 
me  the  cervical  spine  and  cord  for  examination. 

The  following  is  a  brief  excerpt  from  Surgeon-Major  Myers' 
account  of  the  case  : — 

"  Private  S — ,  Grenadier  Guards,  a  very  strong  man,  aged  23, 
weight  14  st.,  was  admitted  to  the  Windsor  Station  Hospital  on 
July  3rd,  1886.  He  dived  head  foremost  into  shallow  water  (two 
feet),  and  was  taken  out  almost  immediately  by  some  comrades, 
who  noticed  that  his  legs  were  completely  paralysed,  and  he  was 
at  once  conveyed  to  the  hospital.  When  seen  shortly  afterwards, 
he  was  lying  on  his  back,  perfectly  conscious,  but  devoid  of  sensa- 
tion and  motion  in  the  lower  part  of  the  trunk  and  legs.  Slight 
sensation  was  present  to  about  the  lower  angle  of  the  scapulae,  and 
there  was  some  power  of  movement  in  both  arms  at  the  shoulder ; 
respiration  was  entirely  diaphragmatic ;  pulse  slow  and  strong. 
The  patient  complained  of  no  pain  excepting  at  the  back  of  the 
neck  in  the  region  of  the  fifth  and  sixth  cervical  vertebrae,  and 
chiefly  on  the  left  side. 

Some  days  after  admission  the  arms  became  motionless,  excepting 
a  slight  power  to  raise  the  elbow  from  the  side,  and  remained 
flexed.  The  sensation  returned  in  the  right  arm,  but  it  soon  became 
apparent  in  the  left  arm  as  low  as  the  elbow,  and  extending  over 
the  anterior  surface  of  the  radial  half  of  the  forearm,  and  at  a  later 
period  in  the  tips  of  the  thumb  and  first  and  second  fingers.  Over 
and  above  the  shoulders  there  was  marked  kypersesthesia.  For 
many  weeks  bedsores  were  well  kept  in  check,  though  continually 
threatening,  but  in  course  of  time  they  formed  in  numerous  places, 
especially  along  the  under  surface  of  the  right  leg,  and  even  on 
the  toes,  where  no  pressure  occurred.  At  a  later  stage  the  integu- 
ment of  the  back  became  completely  undermined  and  converted 
into  a  large  sac,  containing  very  offensive  pus.  This  sac,  by  irri- 
gation twice  daily  with  disinfectants  through  the  sacral  bedsore, 
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completely  disappeared ;  and  a  short  time  prior  to  death  the  bed- 
sores of  the  right  leg  had  healed,  and  others  over  the  scapulae, 
elbows,  and  hips  had  nearly  done  so,  whilst  even  the  deep  sacral 
bedsore  had  greatly  contracted.  Cystitis  set  in  at  an  early  stage, 
hastened  probably  by  an  acute  attack  of  gonorrhoea,  from  which 
the  patient  was  suffering  on  admission.  This  was  completely 
arrested  for  a  time  by  frequent  irrigations  with  different  disinfec- 
tants. Two  months  after  admission  the  patient  stated  he  could 
feel  the  flow  of  water  from  the  irrigator  into  the  bladder,  and  this 
regained  some  power,  the  urine  being  occasionally  expelled  with 
force,  though  unconsciously  to  the  man.  After  some  months 
slight  reflex  action  of  the  leg-muscles  could  be  obtained  by  the 
galvanic  battery,  or  by  tickling  the  soles  of  the  feet,  and  tended 
to  increase  to  the  last.  Latterly  he  began  to  raise  both  elbows  to 
the  level  of  his  head,  and  flex  the  left  arm  sufficiently  to  enable 
him  to  touch  his  face  with  his  fingers,  but  he  could  not  bring  the 
arms  back  to  his  side.  Rotation  of  the  head  became  quite  free 
and  painless,  and  considerable  pressure  could  be  borne  over  the 
seat  of  fracture  without  causing  discomfort.  The  temperature 
rose  irregularly  till  the  evening  of  Aug.  16th,  when  it  reached  103-2°  ; 
after  that  date  it  gradually  became  normal  or  subnormal,  and, 
excepting  occasional  short  and  sudden  rises,  remained  so  until  the 
last  week.  The  action  of  the  bowels  from  first  to  last  remained 
involuntary.  About  the  middle  of  April,  1887,  his  appetite,  which 
had  been  surprisingly  good,  began  to  fail,  the  urine  became  fetid, 
vomiting  set  in,  the  bedsores  began  rapidly  to  reappear,  and  on 
April  28th  urine  ceased  to  enter  the  bladder.  Vomiting  then 
became  incessant,  and  on  May  2nd,  1887,  the  patient  died." 

"  At  the  post-mortem  examination  the  cervical  vertebrae  were 
removed.  The  kidneys  were  completely  disorganised,  the  right 
one  being  almost  entirely  converted  into  one  fetid  abscess.  The 
ureters  were  much  dilated  and  thickened,  and  deeply  stained.  The 
bladder  was  also  much  hypertrophied  and  stained,  and  contained 
only  a  little  fetid  pus.  There  was  nothing  special  to  remark  about 
the  thoracic  organs.     The  brain  was  not  examined." 

Only  the  cervical  portion  of  the  cord  was  available  for  examina- 
tion. Opposite  the  projection  of  the  body  of  tbe  fifth  vertebra  it 
was  much  flattened  and  softened,  its  membranes  partially  adherent, 
and  still  blood-stained. 

Sections  of  the  cord  made  at  the  level  of  the  second  cervical 
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DESCRIPTION  OF  PLATE  III. 

To  illustrate  Mr.  Silcock's  case  of  Syringomyelia.      (Page  18.) 
From  drawings  by  R.  Ostlere,  M.B. 

Fig.  1. — Section  of  cord  at  the  level  of  the  second  cervical  vertebra  (drawn 
under  1"  obj.  but  reduced).  It  shows  general  sclerosis,  a  slightly  dilated  central 
canal,  and  the  elongated  cavity  in  the  right  postero-external  column. 

Figs.  2  and  3  (drawn  under  1"  obj.)  show  the  progressive  stages  of  excava- 
tion and  cavity  formation  in  the  newly-formed  connective-tissue  growth  of  the 
posterior  column  at  the  level  of  the  lower  portion  of  the  sixth  cervical  vertebra, 
the  fully-developed  cavity  being  depicted  in  figs.  2  and  4. 

Fig.  4. — Section  of  cord  at  level  of  sixth  cervical  vertebra,  showing  cavity  in 
its  right  posterior  column  and  general  sclerosis.     Drawn  under  1"  obj.  reduced. 
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vertebra  show,  even  to  the  naked  eye,  au  elongated  slit-shaped 
cavity,  lying  immediately  inside  and  parallel  to  the  right  posterior 
root  (Plate  III,  fig.  1).  Examined  under  a  low  power  the  cord  in  this 
situation  shows  general  sclerosis  and  disorganisation,  most  marked 
in  the  right  posterior  column,  that  is  to  say,  in  the  neighbourhood 
of  the  cavity.  The  walls  of  the  latter  are  formedof  finely  reticulate 
connective  tissue  with  abundant  nucleation  ;  its  lumen  is  irregular 
in  shape,  and  presents  no  trace  of  a  lining  membrane,  indeed,  its 
inner  surface  is  very  ragged  or  frayed,  when  seen  under  a  high 
power.  There  does  not  appear  to  be  any  connection  between  this 
cavity  and  the  central  canal,  which  is  somewhat  dilated  but  in 
other  respects  normal.  The  cavity  reaches  forward  into  the  central 
grey  matter  of  the  posterior  commissure,  but  does  not  encroach 
upon  the  adjacent  posterior  root.  Fibrous  claws  or  processes 
extend  from  the  sclerotic  tissue  surrounding  the  cavity  into  the 
posterior  root,  the  central  grey  matter,  and  neighbouring  portion 
of  the  posterior  column,  gradually  shading  into  and  merging  with 
the  increased  neuroglia  found  in  this  region  of  the  cord.  The 
cervical  cord  above  the  level  of  the  second  vertebra  was  unfortu- 
nately not  reserved  for  examination. 

At  the  level  of  the  sixth  vertebra  the  cavity  is  still  seen,  though 
considerably  smaller  in  size,  and  somewhat  differently  disposed. 
Thus,  its  anterior  end  is  placed  posteriorly  to  the  grey  matter  in 
the  anterior  part  of  the  column  of  Burdach,  whilst  its  posterior 
end  lies  in  the  posterior  median  column,  so  that  its  long  axis  lies 
nearly  parallel  with  the  posterior  median  fissure.  The  structure 
of  its  walls  in  this  situation  is  essentially  the  same  as  obtains  at  the 
level  of  the  second  vertebra.  Still  lower,  that  is  at  the  lowest  portion 
of  the  cord  submitted  to  me,  the  cavity  ends  in  a  mass  of  felted  or 
reticulate  sclerotic  tissue,  which  is  found  at  the  site  corresponding 
to  that  of  the  cavity,  namely,  in  the  right  posterior  column.  But 
here  very  evident  signs  of  excavation,  as  if  by  a  process  of  mucoid 
softening,  are  apparent  (Plate  III,  figs.  2  and  3),  and  ending  in  the 
formation  of  a  well-marked  cavity,  (Plate  III,  fig.  3).  From  this 
mass  fibrous  processes  are  sent  out  into,  and  blend  with,  the  sur- 
rounding neuroglia,  which  everywhere  is  in  great  excess. 

The  presence  of  a  cavity  of  the  nature  and  in  the  situation  of 
that  found  in  the  present  instance,  has  been  ascribed  to  the  per- 
sistence of  a  portion  of  that  cavity  which,  in  the  ernbi-yo,  extends  as 
a  fissure  between  the  posterior  columns  to  the  periphery  of  the 
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cord,  and  becomes  enclosed  at  a  later  period  by  the  transverse 
development  of  the  posterior  columns,  a  view  which  would  seem  to 
be  true  in  certain  cases  ;  and  no  doubt  the  fact  that  these  cavities 
almost  unexceptionally  have  their  seat  in  the  posterior  columns  is 
highly  significant.  But  against  this  theory  in  the  present  and 
similar  instances,  are  the  arguments  that  the  slit-like  cavity  has  no 
appreciable  connection  with  the  central  canal,  that  it  exhibits  no 
traces  of  a  lining  of  cylindrical  epithelium  cells,  and  that  the 
various  stages  in  the  development  of  the  cavity  out  of  sclerotic 
tissue  by  a  process  of  softening  and  excavation  is  clearly  demon- 
strable from  an  inspection  of  the  specimens  exhibited.  Again,  it 
is  difficult  to  imagine  the  existence  of  such  a  cavity  in  the  cervical 
cord  with  the  absence  of  any  manifestation  of  aberrant  nervous 
phenomena  (an  assumption  which  is  necessary  in  the  present  case) 
if  the  lesion  be  considered  of  the  nature  of  a  congenital  defect ; 
yet,  as  Westphal  observes,  "  syringomyelia  can  no  longer  be  regarded 
as  quite  independent  of  changes  in  the  central  canal,  but  a  certain 
relation  to  such  changes  must  be  acknowledged." 

January  3rd,  1888. 


9.  A  case  of  Charcot's  disease  of  the  knee-joint. 
By  W.  Collier,  M.D.,  and  G.  N.  Pitt,  M.D. 

The  left  knee-joint  of  a  female,  aged  41,  who  died  in  the  Little- 
more  Asylum  of  general  paralysis,  December  15th,  1887. 
The  patient  first  came  under  observation  as  an  in-patient  of  the 
Badcliffe  Infirmary,  Oxford,  in  August,  1885,  at  which  time  she 
had  well-marked  symptoms  of  locomotor  ataxy,  which  had  first 
appeared  about  twelve  months  previously.  There  was  a  strong 
history  of  syphilis,  but  none  of  either  gout  or  rheumatism.  No 
change  in  the  joint  observed.  After  a  short  stay  she  left  the 
hospital,  but  was  readmitted  sixteen  months  later,  in  January,  1887, 
when  she  stated  that  in  the  interval  she  had  been  quite  unable  to 
walk  about,  and  had  been  confined  to  the  house.     The  left  leg  was 
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now  observed  to  be  swollen  and  cedematous,  and  the  knee-joint 
distended  with  fluid,  but  no  other  change  beyond  the  effusion  could 
be  discovered.  The  ataxy  was  so  extreme  that  the  patient  was 
quite  unable  to  stand  without  being  supported  on  either  side.  She 
was  discharged  at  the  end  of  the  month.  Six  months  later,  in 
August,  1887,  she  was  admitted  to  the  Littlemore  Asylum,  when 
Mr.  Pilkington  found  that,  in  addition  to  effusion  into  the  joint, 
the  bones  were  freely  movable  in  every  direction,  movement  causing 
no  pain,  but  being  accompanied  by  marked  grating.  She  died 
December  15th  of  the  same  year.  On  an  examination  of  the  joint 
it  was  found  that  enormous  loss  of  bone  had  occurred,  the  external 
condyle  of  the  femur  had  entirely  disappeared,  and  the  crucial 
ligaments  had  been  destroyed,  yet  a  large  amount  of  new  bone  had 
been  formed  in  the  immediate  neighbourhood  of  the  destruction. 
All  these  changes  had  occurred  in  about  six  months,  between  the 
time  of  her  leaving  the  Radcliffe  Infirmary  in  January,  1887,  and 
her  admission  to  the  Littlemore  Asylum  the  following  August. 
This  specimen  would  go  far  to  disprove  the  opinion  held  by  Mr. 
Jonathan  Hutchinson  and  others,  that  the  changes  are  due  to  the 
anaesthetic  condition  of  the  joints,  which  allows  patients  to  use  and 
move  a  rheumatically  inflamed  joint  in  a  way  in  which  no  other 
inflamed  joints  are  used,  for  all  these  changes  occurred  during  a 
time  in  which  the  patient  was  practically  bedridden,  and  seldom 
moved  the  limb.  One  other  point  is  worth  noting,  that  in  this 
patient  the  joint  affection  commenced  at  a  very  much  later  period 
than  in  the  cases  observed  by  Charcot,  for  although  the  symjDtoms 
of  ataxia  had  existed  for  at  least  two  and  a  half  years,  the  joint 
affection  only  came  on  dui-ing  the  last  year  of  her  life. 

January  17th,  1888. 

Description  of  the  spinal  cord  by  Dr.  Pitt. — The  portion  of  spinal 
cord  which  was  submitted  for  microscopical  examination  measured 
nine  inches,  and  consisted  of  the  lower  part  of  the  cord.  The 
membranes  over  the  posterior  surface  are  slightly  thickened. 

The  cord  is  small  and  distorted  owing  to  extensive  shrinkage  of 
the  tissue  which  has  taken  place.  In  the  upper  dorsal  region 
there  is  a  slight  depression  on  both  sides  of  the  cord,  but  more 
marked  on  the  right  side  along  the  surface  of  the  cord  in  the 
region  of  the  anterior  nerve-roots.  There  is  a  depression  along  the 
line  of  exit  of  the  posterior  nerve-roots,  which  becomes  very  marked 
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in  the  lower  dorsal  region  on  the  right  side.  In  the  lumbar  region 
the  shape  of  the  cord  is  normal. 

In  the  mid-  and  upper  lumbar  regions  the  posterior  columns  in 
their  posterior  two  thirds  are  most  severely  sclerosed,  and  but  few 
nerve-tubes  persist ;  in  the  posterior  third,  none.  There  are  fibres, 
however,  in  a  small  biconvex  area  in  the  middle  line,  and  scattered 
fibres  along  the  line  between  the  median  and  posterior  columns. 
The  anterior  third  of  the  outer  columns  are  but  slightly  affected, 
and  there  is  a  scattered  sclerosis  of  the  anterior  third  of  the 
median  columns. 

The  severe  sclerosis  at  the  periphery  extends  slightly  beyond  the 
posterior  roots,  and  in  the  lateral  and  anterolateral  tracts  there 
seems  to  be  a  scattered  diffuse  slight  degeneration  near  the  surface, 
but  none  higher  up  the  cord. 

The  anterior  nerve-roots  are  healthy,  the  posterior  are  sclerosed. 
The  cells  of  Clarke's  column  appear  normal. 

In  the  upper  lumbar  region  the  anterior  horns  differ  considerably 
in  shape,  the  left  being  round,  and  the  right  excavated  anteriorly 
and  not  so  broad. 

In  the  lower  dorsal  region  the  area  of  sclerosis  is  similar  to  that 
in  the  posterior  columns  of  the  lumbar  region.  There  is  marked 
deformity  and  shrinkage  on  the  right  side;  Clarke's  column  is 
almost  destroyed,  only  two  cells  remaining  (compared  with  twelve 
on  the  opposite  side)  ;  the  posterior  median  septum  is  deflected  to 
the  left,  so  that  the  distance  of  the  posterior  roots  from  the  septum 
is  one  fourth  greater  on  the  right  than  on  the  left. 

In  the  mid-dorsal  region  the  sclerosis  is  extreme  in  the  external 
root-zone,  in  the  posterior  third  of  the  whole  column,  and  not  quite 
so  severe  on  either  side  of  the  middle  line  as  far  forwards  almost  as 
the  posterior  commissure.  There  is  a  diffused  sclerosis  over  the 
rest  of  the  column.  Clarke's  column  on  the  right  side  is  much 
affected.  In  the  upper  dorsal  region  the  distribution  of  the  sclerosis 
is  similar.  The  section  is  much  distorted;  there  is  a  deep  depres- 
sion corresponding  to  the  exit  of  the  right  posterior  root.  The  cells 
of  Clarke's  column  on  this  side  are  diminished  in  number,  and  the 
projecting  lateral  process  of  grey  matter  is  absent  on  the  left  side. 

Throughout  the  dorsal,  and  to  a  less  extent  in  the  upper  lumbar 
region,  the  right  anterior  horn  is  narrower  and  not  quite  so  large  as 
the  left ;  the  motor  cells  are  rather  less  numerous,  and  are  smaller 
than  those  in  the  left. 
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The  changes  may  be  summed  up  as — 

1.  Extreme  sclerosis  in  the  posterior  root-zone,  i.  e.  in  the 
posterior  part  of  the  external  posterior  column. 

2.  Sclerosis  of  (roll's  column  extending  further  forwards  in  the 
lumbar  than  iu  the  dorsal  region,  together  with  slighter  diffuse 
changes  iu  the  rest  of  the  posterior  columns. 

3.  Partial  atrophy  of  Clarke's  column  on  the  right  side. 

4.  The  motor  cells  of  the  right  anterior  horn  are  smaller  and 
fewer  than  those  on  the  left  side,  and  the  horn  itself  is  smaller,  but 
these  changes  are  only  slight. 

5.  Distortion  of  the  surface  of  the  cord,  the  main  feature  being 
a  wedge-shaped  depression  between  the  posterior  and  lateral 
columns  on  the  right  side. 

6.  Some  of  the  posterior  roots  show  degeneration. 

The  brain  showed  chi-onie  inflammatory  changes  in  the  meninges 
and  cortex.  May  15th,  1888. 


10.  Lipomatous  tumour  {?  sarcoma)  of  the  spinal  cord. 
By  F.  Charlewood  Turner,  M.D. 

This  specimen  is  the  spinal  cord  of  an  obese  female  aged  54,  who 
had  had  gradually-increasing  paresis  of  the  lower  limbs  for 
twelve  years  before  her  death,  the  weakness  dating  from  six  weeks 
after  her  last  confinement  (a  still-birth).  She  was  admitted  into 
the  London  Hospital  with  a  fracture  of  the  left  femur,  caused  by 
a  fall  in  getting  out  of  bed.  She  then  had  also  a  deep  bedsore 
over  the  sacrum  and  pyrexia,  which  continued  more  or  less  until 
she  died,  five  weeks  afterwards,  from  pneumonia  aucl  oedema  of 
the  lungs.  She  had  much  fatty  infiltration  and  atrophy  of  the 
heart,  and  fatty  liver.  In  one  kidney  was  a  branched  calculus. 
The  fracture  was  ununited. 

There  is  a  lipomatous  tumour  about  the  middle  of  the  dorsal 
region  of  the  cord,  which  is  of  the  size  of  a  large  filbert  nut,  and 
forms  a  well-defined  fusiform  expansion  of  the  substance  of  the 
cord  at  that  part.     The  cord   above  appears  normal ;  below  the 
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tumour  it  has  softened  and  has  almost  all  disappeared  as  far  as  the 
lumbar  region,  the  greater  part  of  which  is  still  entire. 

The  tumour  is  free  from  attachment  to  the  external  membranes 
of  the  cord,  and  the  outer  layer  of  the  pia  mater  sheathing  the 
cord  stripped  off  easily  from  a  portion  of  it  removed  for  micro- 
scopical examination. 

In  the  transverse  section  of  the  tumour,  in  the  preparation,  it  is 
seen  that  the  left  half  of  it  consists  -wholly  of  adipose  tissue,  the 
cord  appearing  to  have  been  pushed  to  the  right  and  somewhat  in- 
dented by  the  pressure  of  the  growth.  But  inspection  of  the  thin 
section  of  the  tumour  handed  round  with  the  specimen,  shows  that 
the  cord  has  been  almost  wholly  destroyed  by  infiltration  with  a 
similar  growth,  an  open  network  only  being  left  with  its  meshes 
filled  with  fatty  tissue.  This  network  is  seen  on  microscopic 
examination  to  consist  of  interwoven  strands  of  fibrous  tissue, 
rather  profusely  studded  with  oval  and  elongated  nuclei  and  leuco- 
cytes, especially  in  the  more  central  part  of  the  tumour,  and 
enclosing  remains  of  nervous  structures.  Slender  tracts  of  the- 
same  nucleated  fibrous  tissue  are  seen  traversing  the  adipose  tissue, 
in  which  also  small  clusters  of  nuclei  appear  between  the  fat-cells. 

At  the  part  of  the  section  of  the  cord  nearest  to  the  surface  of 
the  tumour  (i.  e.  to  the  right  of  the  cord),  the  remains  of  the  white 
columns  of  the  cord  are  distinctly  recognisable,  though  granular, 
possibly  from  defective  preservation  of  the  specimen.  Towards 
the  centre  of  the  section,  where  the  fibro-nuclear  growth  is  more 
abundant,  there  are  spaces  between  the  interlacing  fibrous  bands 
which  have  a  more  translucent  appearance,  and  in  which  a  reticu- 
lum is  discernible,  resembling  that  of  the  cord,  but  in  which  no 
nerve-fibres  are  distinguishable. 

There  is  no  trace  of  the  central  canal  or  of  the  central  grey 
matter  of  the  cord  discernible. 

There  is  much  thickening  of  the  sheath  of  the  cord,  the  outer 
layers  being  fibrous,  the  inner  layers  fibrous  and  nucleated  like  the 
connective-tissue  growth  infiltrating  the  cord,  with  which  they  are 
continuous.  And  the  line  between  the  purely  lipomatous  mass  and 
the  cord  is  marked  out  by  interrupted  tracts  of  nucleated  connec- 
tive-tissue growth,  which  are  evidently  parts  of  the  inmost  layer  of 
the  sheath  of  the  cord.  Embedded  in  the  extra- medullary  part  of 
the  growth  is  a  bundle  of  medullated  nerve-fibres,  evidently  a  nerve- 
root  emerged  from  the  substance  of  the  cord.     This  part  of  the 
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tumour  is  also  traversed  by  tracts  of  nucleated  tissue,  which  are 
mostly  seen  to  be  connected  with  vessels. 

It  seems  to  me  that  there  are  two  possible  views  that  may  be 
taken  as  to  the  probable  pathology  of  this  tumour  of  the  spinal 
cord,  which  would  appear  to  be  of  a  very  unusual  character. 

It  might  be  supposed  that  in  the  first  instance  a  lipoma  origi- 
nated, in  a  very  obese  subject,  in  the  pia  mater  ensheathing  the 
cord  between  the  more  superficial  and  the  deepest  layers ;  that  this 
growing  exceedingly  slowly,  began  to  cause  injurious  compression 
of  the  cord  twelve  years  before  the  patient's  death,  and  that  an 
infiltrating  fibrous  connective-tissue  growth  so  produced  became 
the  seat  of  fatty  infiltration,  owing  to  the  same  abnormality  of 
nutrition  which  caused  the  general  obesity  of  the  body. 

But  it  is,  I  think,  more  probable  that  this  tumour,  though  having 
the  appearance  of  a  simple  lipomatous  tumour,  and  consisting 
almost  entirely  of  adipose  tissue,  is  essentially  of  a  sarcomatous 
nature,  a  lipomatous  sarcoma  or  fibro-sarcoma,  of  very  slow 
growth,  originating  in  the  pia  mater,  and  compressing  and  invading 
the  substance  of  the  cord. 

If  of  this  nature  the  growth  is  allied  to  other  observed  instances 
of  tumour  of  the  cord,  in  which  lipomata  would  appear  to  be  un- 
known,1 though  they  occur  in  relation  to  the  dura  mater. 

November  1st,  1887. 


11.  Alcoholic  paralysis  of  the  phrenic,  pneumogastric,  and 
other  nerves. 

By  Seymour  J.  Sharkey,  M.D. 

[With  Plates  IV  and  V.] 

ER.,  aged  32,  married,  was  admitted  into  St.  Thomas's  Hospital 
•      under  my  care  on  August  29th,  and  died  on  September  25th, 
1887.     Her   family  history  was   unimportant.     She   had   always 

1  In  vol.  xxvii  of  the  '  Transactions '  of  the  Society  (p.  19)  Dr.  Gowers  has 
recorded  a  case  in  which  a  lipoma  was  found  attached  to  the  surface  of  lower 
extremity  of  the  cord,  and  embracing  it  on  one  side ;  but  the  growth  had  not 
invaded  the  substance  of  the  cord. 
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been  a  delicate  woman,  and  seven  years  previously  bad  been  treated 
as  an  in-patient  at  St.  Thomas's  for  what  tbe  husband  called  "  the 
liver  complaint  and  yellow  fever."  For  some  years  she  bad  been 
in  tbe  babit  of  drinking  bard,  and  bad  taken  principally  whisky 
and  beer.  She  had  suffered  from  diarrhoea  for  three  years,  and 
about  five  months  before  her  admission  she  had  an  attack  of 
haemoptysis.  Ever  since  then  she  bad  been  losing  flesh  and  getting 
weaker.  For  three  months  she  had  been  evidently  losing  power  in 
her  legs,  and  had  appeared  "  queer  in  her  head."  For  two  months 
she  had  vomited  nearly  everything  she  took,  and  had  lived  almost 
entirely  upon  beer.  She  bad  also  complained  of  numbness  aud 
cramp  in  her  legs. 

On  admission,  she  was  found  to  be  fairly  well  nourished ;  her 
complexion  was  sallow,  and  venous  stigmata  were  marked  upon 
the  cheeks.  She  understood  well  enough  what  one  said  to  her, 
but  she  was  confused  and  incoherent  in  her  answers.  Pulse  was 
130  and  weak ;  the  heart's  dulness  normal,  and  the  sounds  free 
from  murmur. 

The  respiratory  sounds  were  harsh,  but  there  was  no  evidence  of 
pulmonary  disease. 

Tbe  tongue  was  thickly  coated  with  yellow  fur,  the  liver  some- 
what enlarged  and  hard.     Urine  contained  no  albumen. 

The  legs  were  wasted,  the  muscles  along  tbe  front  of  the  tibia 
having  suffered  most,  but  all  the  muscular  movements  were  very 
deficient  in  power.  She  could  neither  walk  nor  stand.  There  was* 
marked  superficial  and  deep  tenderness.  Tbe  knee-jerks  were 
absent,  but  the  plantar  reflex  was  present.  Temperature  was 
normal.  For  the  first  week  but  little  change  occurred  ;  the  pulse 
remained  rapid,  she  had  delusions  at  night,  cramps  in  the  arms 
and  legs,  tremors  of  the  tongue  aud  lips,  aud  extreme  hyper- 
esthesia of  the  legs,  with  moderate  flexion  at  the  knee-joints.  Tbe 
temperature  was  but  little  above  the  normal. 

On  September  9th,  at  2  p.m.,  she  had  an  attack  of  shivering  in 
which  her  face  became  livid,  the  temperature  rose  to  102-8°,  great 
dyspnoea  occurred,  and  the  respirations  increased  to  58,  and  the 
pulse  to  180,  in  the  minute. 

She  was  given  fifteen  minims  of  tincture  of  digitalis  and  half  a 
drachm  of  aromatic  spirits  of  ammouia  every  two  hours. 

Next  morning  (September  10th),  the  temperature  had  fallen  to 
99-6°  F.,  the  respirations  were  38,  and  the  pulse  140.     She  took 
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fluid  food  well.  As  her  nights  were  restless  she  was  given  thirty 
grains  of  bi'ornide  of  potash  and  fifteen  grains  of  chloral,  which 
had  the  desired  effect. 

On  September  13th,  she  had  two  attacks  of  intense  dyspnoea,  and 
had  to  be  propped  up  in  bed.  The  temperature  rose  to  102°  F., 
and  the  pulse  to  150  per  minute.  The  chest  was  examined  during 
the  attack  and  a  few  bronchitic  rales  were  heard,  but  it  was  then 
noticed  for  the  first  time  that  the  diaphragm  was  completely 
paralysed. 

When  I  made  my  visit  on  September  14th  she  had  another 
attack,  and  I  made  the  following  note  : — "  Has  attacks  of  parox- 
ysmal dyspnoea  often  accompanied  with  pyrexia  and  shivering,  and 
with  very  rapid  pulse  and  respiration.  Frequently  too  she  suffers 
from  difficulty  of  swallowing,  but  no  fluid  conies  back  through  the 
nose.  Respiration  is  at  present  at  the  rate  of  40  a  minute,  and 
pulse  140.  The  diaphragm  is  quite  paralysed,  and  the  abdomen  is 
drawn  in  during  inspiration,  while  the  upper  part  of  the  chest  acts 
with  unusual  energy." 

On  the  morning  of  the  15th  she  began  to  spit  some  blood,  and 
on  examination  impairment  of  resonance  was  found  at  the  left 
apex,  and  some  crepitation. 

When  going  round  on  the  16th,  I  ventured  to  suggest  that  the 
extreme  rapidity  of  heart's  action,  increased  in  paroxysms,  together 
with  the  difficulty  in  swallowing,  which  seemed  to  be  due  to  some 
pharyngeal  defect,  depended  upon  neuritis  of  the  pneumogastric 
nerve. 

The  haemoptysis  soon  passed  off,  but  the  paralysis  of  diaphragm 
and  rapidity  of  heart's  action  continued  to  the  end  of  her  life. 
Ether,  ammonia,  and  digitalis  were  given  every  six  hours,  and 
she  seemed  to  improve  somewhat.  A  good  idea  of  the  condition 
of  respiration  and  heart's  action  is  given  by  the  following  note, 
which  my  clinical  clerk,  Mr.  Tuppen,  wrote  on  September  22nd : — 
"  Digitalis  has  now  been  given  in  fifteen-minim  doses  every  six 
hours  for  one  week,  and  in  comparing  her  condition  during  this 
week  with  that  during  the  week  before  digitalis  was  given,  we 
find  that  during  the  week  ending  on  September  15th  the  pulse-rate 
on  the  twelve  occasions  on  which  it  was  taken  was  as  follows  :  180, 
150,  140,  144,  132,  150,  126,  132,  128,  150,  and  138,  the  highest 
being  180,  the  lowest  126,  and  the  average  143.  In  the  week 
ending   September  22nd,  the  rate   on  thirteen  occasions  was  as 
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follows  :  100,  132,  120,  140,  144,  140,  150,  140,  126,  130,  132,  130, 
132  ;  the  highest  being  150,  the  lowest  100,  and  the  average  132. 

"  In  the  first  week  respirations  averaged  41,  in  the  second  32. 
During  the  first  week  the  patient  had  attacks  of  severe  dyspnoea, 
at  least  on  three  occasions,  but  during  the  second  she  has  had 
none." 

On  September  23rd,  clear  evidence  of  disease  at  the  apex  of  both 
lungs  was  obtained. 

On  September  26th,  I  was  in  the  ward  when  the  Sister  hurriedly 
called  me  to  the  bedside  of  the  patient.  She  had  a  sudden  paroxysm 
of  intense  dyspnoea,  with  great  rapidity  of  pulse,  and  before  any- 
thing could  be  done  her  face  became  blanched,  and  on  listening  to 
the  chest  I  found  her  heart  had  stopped  beating,  although  she  still 
continued  to  breathe ;  in  a  few  seconds  she  was  dead. 

Post-mortem  examination  twenty  hours  after  death. — Body  well 
formed  and  well  nourished.     Diaphragm  on  level  with  fourth  ribs. 

Heart  somewhat  pale.  Slight  haemorrhage  beneath  the  endo- 
cardium of  left  ventricle,  no  fatty  degeneration  detectable,  valves 
normal,  right  side  filled  with  firm  clot. 

Lungs  :  Both  lungs  adherent  to  the  chest  wall  at  apices,  and 
both  the  seat  of  rather  extensive  tubercle.  In  the  right  there  were 
small  cavities  at  the  apex,  and  scattered  tubercles  even  in  the 
lower  lobes. 

Liver  large,  rather  firm,  apparently  in  early  stage  of  cirrhosis. 

Kidneys  large  and  very  hyperaemic,  but  otherwise  healthy. 

Nervous  system  :  Spinal  and  cerebral  membranes  healthy.  Brain 
normal  throughout.  In  the  dorsal  and  lower  cervical  region  of  the 
cord  there  was  softening,  which  seemed  to  be  pathological  and  not 
post  mortem.  The  upper  cervical  region,  cervical  enlargement, 
lumbar  enlargement,  pons  and  medulla  were  healthy,  as  far  as 
the  naked  eye  could  judge.  There  was  a  slight  superficial  haemor- 
rhage in  the  dorsal  region.  None  of  the  muscles  or  peripheral 
nerves  presented  any  appearance  of  disease,  apart  from  diminution 
in  size  of  some  of  the  former. 

After  careful  hardening,  a  microscopical  examination  was  made 
of  the  following  parts,  with  the  results  about  to  be  detailed,  viz. 
the  parietal  convolutions  of  the  brain,  the  medulla  oblongata,  the 
cord  on  a  level  with  the  origin  of  the  fourth  and  fifth  cervical 
nerves,  the  cervical  enlargement,  the  dorsal  region,  and  the  lumbar 
enlargement,   the   pneumogastric   nerve   and    heart,  the    phrenic 
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DESCRIPTION  OF  PLATE  IV. 

To  illustrate  Dr.  Sharkey's  case  of  Alcoholic  Paralysis.    (Page  27.) 

From  drawings  by  M.  H.  Lapidge. 

Fig.  1. — Lumbar  enlargement  of  spinal  cord,  showing  the  vascular  changes  of 
inflammation,  and  degeneration  of  nerve-cells. 

Fig.  2. — Section  of  popliteal  nerve  showing  intense  inflammation. 
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nerve  and  diaphragm,  the  popliteal  nerve,  the  tibialis  anticus  .and 
peronei  muscles,  the  liver  and  kidneys. 

Motor  convolutions :  In  this  portion  of  the  nei'vous  system  slight 
inflammatory  changes  were  observable,  there  being  an  excess  of 
leucocytes  ;  the  large  nerve-cells  were  ill  defined  in  outline  and 
their  nuclei  stained  very  badly.  But  although  the  changes  present 
were  sufficient  to  be  termed  pathological  they  were  slight  in 
degree. 

Medulla  oblongata :  Here  the  same  clear  but  slight  inflammatory 
phenomena  were  observable,  both  vascular  and  productive  of 
degeneration  of  large  nerve-cells. 

Spinal  cord  (Plate  IV,  fig.  1)  :  In  the  spinal  cord  the  changes  were 
much  more  advanced,  and  were  most  marked  in  the  lumbar 
enlargement  and  on  a  level  with  the  fourth  and  fifth  cervical  nerves. 
In  the  former  situation  there  were  numbers  of  leucocytes  in  the 
grey  matter,  and  some  of  the  vessels  were  full  of  them.  The  nerve- 
cells  in  the  anterior  cornua  were  swollen,  shapeless  opaque,  with 
but  few  processes  and  with  very  ill-stained  nuclei.  The  conditon 
of  these  lai'ge  nerve-cells  reminded  me  of  that  of  voluntary  muscular 
fibres  in  the  earlier  stages  of  degeneration.  On  a  level  with  the 
origin  of  the  fourth  and  fifth  cervical  nerves  the  condition  of  things 
was  very  similar  though  somewhat  less  marked. 

In  the  dorsal  region,  and  on  a  level  with  the  seventh  cervical  nerve 
signs  of  inflammation  were  present,  but  when  compared  with  those 
in  other  regions  of  the  cord  they  were  trivial. 

Phrenic  nerve  (Plate  V,  fig.  1)  and  diaphragm  :  The  phrenic  nerve 
at  its  entrance  into  diaphragm  was  the  seat  of  intense  inflammatory 
changes.  Leucocytes  were  very  numerous,  and  accumulated  even 
in  masses  worthy  of  the  name  of  miliary  abscesses  ;  they  were  seen 
in  large  numbers  both  in  and  around  the  vessels.  A  similar  condi- 
tion was  also  observed  in  the  trunk  of  the  nerve  higher  up.  The 
muscular  substance  of  the  diaphragm  was  evidently  inflamed  and 
altered  in  physical  properties.  The  connective-tissue  spaces 
between  the  fibres  were  beset  with  leucocytes,  and  considerable 
aggregations  of  them  were  seen  both  in  and  around  the  vessels. 
Some  of  the  muscular  fibres  were  pretty  well  striated,  other 
swollen,  opaque,  and  destitute  of  striation. 

Pneumogastric  nerve  and  heart :  All  along  the  trunk  of  the  nerve 
were  numbers  of  leucocytes,  and  many  vessels  were  filled  with  them 
and  surrounded  by  those  wbich  had  escaped  from  their  channels. 
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The  heart  showed  very  evidently  the  vascular  changes  of  inflam- 
mation ;  but  the  striation  of  its  muscular  fibres  was  fairly  well 
preserved. 

Popliteal  nerve  (Plate  IV,  fig.  2)  :  This  nerve  presented  marked 
inflammatory  changes.  Many  vessels  both  in  the  sheath  and  in  the 
nerve-bundles  were  filled  and  surrounded  by  leucocytes.  Axis- 
cylinders  were  frequently  seen  swollen,  and  the  white  substance  of 
Schwann  displaced  by  a  substitute  which  distended  the  neurilemma 
and  took  the  logwood  stain. 

Tibialis  anticus  and  peronei  muscles  (Plate  V,  figs.  2  and  3)  : 
Intense  vascular  phenomena  of  inflammation  seen,  and  muscular 
fibres  altered,  so  that  generally  longitudinal  striation  alone  was 
visible,  and  often  the  fibres  were  wholly  destitute  of  any  striation. 

Liver  was  in  a  condition  of  early  but  well-marked  cirrhosis  and 
fatty  infiltration,  and  there  was  a  very  unusual  degree  of  dilatation 
of  the  small  vessels  in  its  interior,  a  condition  which  reappeared  in 
the  kidney  to  a  remarkable  extent.  Nearly  all  the  small  vessel 8 
between  the  convoluted  tubes  and  elsewhere  in  the  kidneys  were 
dilated,  and  could  be  seen  under  the  microscope  forming  a  well- 
marked  plexus.  There  was  some  cloudy  swelling  of  the  epithelium 
lining  the  tubes,  but  no  other  evidences  of  disease. 

The  case  which  I  have  just  narrated  is  one  of  alcoholic  paralysis 
in  a  comparatively  early  stage,  and  one  that  was,  probably  up  to 
the  time  of  death,  still  progressive.  All  the  microscopical  evidence 
obtained  from  an  examination  of  the  nervous  and  muscular  systems 
points  to  the  presence  of  an  acute  inflammation.  The  nerve-trunks 
of  the  lower  limbs  and  the  muscles  controlled  by  them  were  affected, 
so  was  the  phrenic  nerve  and  its  muscle,  the  diaphragm.  The  fact 
that  the  pneumogastric  nerve  and  the  heart's  muscle  were  both  the 
seats  of  inflammation  shows  that  the  vagus  probably  bears  the 
same  relation  to  the  nutrition  of  the  myocardium  that  the  motor 
nerves  of  the  limbs  bear  to  the  muscles  which  they  supply.  Other 
cases  of  alcoholic  paralysis  affecting  the  diaphragm  have  occurred 
at  St.  Thomas's  Hospital,  of  which  Dr.  Bristowe  has  recorded  one. 
They  recovered,  however,  and  the  exact  nature  of  the  lesion  could 
not  be  definitely  proved.  In  Dr.  Bristowe's  case  too  it  was  pretty 
clear  from  clinical  symptoms  that  the  recurrent  laryngeal  nerves 
were  affected,  and  the  superior  laryngeal  as  well.  In  my  case  the 
whole  trunk  of  the  pneumogastric  was  involved,  and  the  symptoms 
which  made  it  possible  to  diagnose  this  lesion  are  interesting,  viz. 


DESCRIPTION  OF  PLATE  V. 

To  illustrate  Dr.  Sharkey's  case  of  Alcoholic  Paralysis.    (Page  27.) 

From  drawings  by  M.  H.  Lapidge. 

Fig.  1. — Longitudinal  section  of  phrenic  nerve  showing  intense  inflammation. 
Figs.  2  and  3. — Section  of  peroneus  muscle  showing  great  number  of  leuco- 
cytes, and  disappearance  of  transverse  striation  from  muscular  fibres. 
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the  extreme  and  constant  rapidity  of  heart's  action  increased  in  pa- 
roxysms, without  evident  heart  disease,  and  the  difficulty  in  getting 
food  past  the  pharynx.  Another  point,  which  is  not  recorded  in 
the  notes,  but  which  I  remember  well,  was  great  feebleness  of 
voice.  This,  however,  seemed  to  be  possibly  due  to  the  want  of 
respiratory  power  owing  to  the  paralysis  of  diaphragm. 

The  microscopical  examination  of  the  nervous  system  in  this 
case  showed  that  the  inflammatory  processes  were  most  intense  in 
the  peripheral  nerves  and  their  muscles,  less  intense  in  the  spinal 
cord,  but  nevertheless  well  marked,  and  that  the  brain  and 
medulla  oblongata  had  suffered  least.  Recent  investigations  have 
rather  tended  to  rivet  the  attention  on  the  peripheral  nerves  alone 
in  alcoholic  paralysis  ;  but  it  must  not  be  forgotten  that  alcohol 
may  affect  the  central  nervous  system  as  well,  and  that  severely. 

The  extreme  congestion  of  the  kidney  and  liver  might  be  a 
phenomenon  due  to  peripheral  paralysis  of  their  vaso-motor  nerves, 
or  of  the  centres  of  the  latter,  which  are  well  known  to  be  located 
in  the  medulla  oblongata.  Everyone  who  has  made  many  post- 
mortem examinations  must  have  been  struck  by  the  frecpuency  with 
which  diseases  due  to  alcohol  are  found  side  by  side  with  phthisis. 
And  this  connection  seems  to  be  almost  the  rule  in  cases  where  the 
poison  attacks  peripheral  nerves.  Five  cases  of  this  disease  have 
been  recorded  by  Dr.  Hadden  in  the  '  Transactions  '  of  this  Society, 
and  in  four  phthisis  was  certainly  present ;  in  the  fifth  case  there 
was  "  softening  broncho-pneumonia,"  so  that  in  all  there  was  serious 
lung  disease.  Dr.  Hadden  says,  "  I  am  inclined  to  think  that  it  is 
not  a  mere  coincidence."  The  case  which  I  have  brought  before  the 
Society  shows  the  extent  to  which  the  vagus  can  be  affected  by 
alcohol ;  but  it  is  not  at  all  improbable  that  it  may  be  affected 
often  enough  in  a  much  slighter  degree.  There  are  two  conditions 
at  least  required  for  the  production  of  phthisis,  viz.  firstly,  some 
impairment  of  the  nutrition  of  the  lung,  and  secondly,  the  tubercle 
bacillus.  To  me  it  seems  by  no  means  unlikely  that  the  first  of 
these  conditions  is  produced  in  alcoholic  cases  by  trophic  changes 
lighted  up  in  the  lung  by  peripheral  neuritis,  either  of  the  branches 
of  the  pneumogastric  or  of  other  nerves  which  supply  these  organs. 
At  any  rate,  when  we  consider  the  present  state  of  our  knowledge 
as  regards  the  effects  which  alcohol  may  have  on  the  body,  we 
must  allow  that  its  tendency  to  affect  peripheral  nerves  opens  out 
for  it  an  almost  unlimited  field  of  action.  April  17th,  1888. 


II.    DISEASES,   ETC.,   OF   THE   ORGANS   OF 
RESPIRATION. 

Diphtheria  (two  cases  of).     (Card  specimen.) 
By  R.  G.  Hebb,  M.D. 

Case  1. — Post-mortem  examination.  —  Sanio-purulent  discharge 
from  nose  ;  thick  tough  leathery  membrane  from  posterior 
nares  downwards  to  cords,  from  which  it  spreads  onwards  to  the 
ultimate  ramifications  of  the  bronchi,  but  becoming  thinner  and 
thinner,  it  finally  ends  as  a  suppurative  bronchitis,  which  in  the 
right  lung  has  given  rise  to  a  "diphtheritic"  pneumonia  of  the 
middle  lobe.  Microscopical  examination  shows  the  ordinary  histo- 
logical appeai*ances  of  the  "  pseudo-membrane  "  in  which  near  the 
free  edge  are  a  few  isolated  colonies  of  bacilli. 

Case  2. — Post-mortem  examination. — Glands  about  jaw  much 
enlarged.  Mucosa  of  fauces  and  upper  pharynx  much  swollen,  of 
a  purple  colour,  and  the  seat  of  irregular  patches  of  greyish-yellow 
membrane,  which  in  places  is  very  thick.  The  mucosa  of  the 
larynx  and  bronchi  is  in  a  similar  condition,  but  the  membrane  is 
less  thick.  The  tissue  subjacent  to  the  membrane  is  "  raw  and 
red."  Microscopical  examination  shows  the  ordinary  histological 
appearances  in  the  "pseudo-membrane,"  the  central  zone  of  which 
is  occupied  by  a  network  of  small  bacilli.  This  network  seems 
under  a  -j-^th  apochromatic  to  be  quite  continuous.  At  intervals 
there  are  ovoid  expansions  in  the  course  of  the  network. 

The  significance  of  the  microbes  in  these  two  cases  is  to  be 
reckoned  from  their  number  and  distribution,  for  in  the  one  there 
are  but  a  few  colonies  situate  near  the  free  margin,  in  the  other 
there  is  a  continuous  network  of  micro-organisms  extending  from 
the  free  surface  as  far  as  the  central  zone,  where  they  are  most 
evident.  In  the  former  case  the  membrane  is  thick  and  leathery 
and  continuous  ;  in  the  latter  it  is  sloughy  and  discontinuous.     It 
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is  possible  that  the  first  case  might  hp-ve  been  what  was  known 
formerly  as  "croup,"  and  the  latter  as  "putrid  sore-throat."  In 
both  cases  there  is  distinct  resemblance  between  the  micro-orga- 
nisms, but  a  great  difference  between  their  distributions. 

December  6th,  1887. 


2.  A  Case  of  pemphigus  involving  the  larynx.     (Card  specimen.) 
By  John  E.  Lunn. 

Charles  F — ,  aged  39,  had  always  been  a  healthy  man  until 
March  20th,  when,  during  the  evening,  while  at  home  after 
his  day's  work,  he  complained  of  great  irritation  of  his  skin,  and 
on  undressing  found  that  his  skin  was  entirely  covered  with  blisters. 

State  on  admission. — His  body  was  covered  with  bullae,  varying 
in  size  from  a  pin's  head  to  a  large  walnut ;  some  of  the  bullae  were 
in  a  state  of  suppuration.  Those  on  his  head  were  smaller  than 
on  the  extremities.  His  temperature  varied  from  99°  to  103-6°  F., 
and  he  seemed  very  ill.  He  was  put  on  large  doses  of  arsenic, 
with  a  full  diet,  and  his  health  improved  for  a  few  days.  On  April 
10th,  his  throat  became  very  sore,  and  his  mouth  was  covered  with 
bullae,  making  it  difficult  for  him  to  swallow,  and  as  he  had  pain  in 
his  stomach  with  diarrhoea  his  medicine  was  stopped.  On  April 
13th,  he  had  a  severe  attack  of  dyspnoea,  and  coughed  up  a  large 
piece  of  diphtheritic-looking  membrane,  after  which  he  was  relieved 
for  a  time,  but  his  breathing  and  general  condition  gradually 
became  worse,  and  he  died  on  April  16th. 

At  the  post-mortem  his  larynx  was  found  studded  with  patches 
of  white  membrane,  which  extended  to  the  bifurcation  of  the 
trachea.  The  mouth  and  tongue  were  covered  with  ulcerated 
patches.  No  other  changes  were  found  in  the  body.  No  ulcerated 
patches  were  found  in  the  intestines.  May  1st,  1888. 
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3.  Three  cases  of  malignant  disease  of  the  air-passages. 
By  Felix  Semon,  M.D.,  and  Samuel  G.  Shattock. 

The  clinical  portion  of  these  cases  is  by  Dr.  Semon,  the  patho- 
logical by  Mr.  Shattock. 

Stibglottic  alveolar  sarcoma  in  a  patient  eighty-one  years  of  age. — 
On  September  15th,  1887,  I  was  requested  by  Dr.  Warren,  of 
Selhurst,  to  see  an  old  gentleman,  aged  81,  on  account  of  con- 
siderable dyspnoea. 

He  had  enjoyed  perfect  health  until  the  beginning  of  tne  pre- 
vious winter,  when  he  had  fallen  ill  with  hoarseness  and  gradual 
loss  of  voice.  No  acute  illness  preceded  these  symptoms.  There 
was  no  pain  and  no  dysphagia,  but  abundant  expectoration  of 
frothy,  sometimes  sanguinolent  sputum.  There  were  no  phenomena 
indicative  of  disease  on  the  part  of  the  central  nervous  system,  the 
thoracic  organs,  or  oesophagus.  Within  the  last  few  days  there 
had  been  much  loss  of  strength,  and  in  the  night  before  I  was 
consulted,  a  sudden  and  considerable  aggravation  of  the  dyspnoea. 
Iodide  of  potassium  had  been  used  for  some  length  of  time 
without  benefit. 

When  I  arrived,  the  patient  could  only  with  the  greatest  diffi- 
culty be  induced  to  receive  me,  and  could  not  be  persuaded  to 
submit  to  a  laryngoscopic  examination.  Paralysis  of  the  glottis- 
openers  had  been  diagnosed  a  fortnight  previously. 

Present  state. — A  much  emaciated  man ;  respiration  stridulous 
but  not  sonorous  in  character.  Inspiration  somewhat  more  diffi- 
cult than  expiration,  but  the  latter  also  much  impaired.  Voice 
quite  aphonic.  The  larynx  makes  moderate  respiratory  excursion  ; 
is  not  broadened ;  slight  tenderness  on  pressure,  but  a  little  more 
on  the  right  than  on  the  left  side. 

On  the  right  side  of  the  cricoid  there  is  a  hard  swelling 
apparently  intimately  connected  with  the  cartilage,  and  of  the  size 
of  a  hazel-nut,  which  has  grown  considerably,  if  not  indeed 
appeared,  during  the  last  few  weeks ;  it  is  slightly  tender  on  pres- 
sure.    No  enlarged  lymphatic  glands  are  anywhere  to  be  felt. 

The  patient  drank  some  water  without  difficulty  in  my  presence. 
Heart-sounds  normal.  Thorax  slightly  emphysematous.  No  signs 
of  aneurysm.     Pulse  rather  weak,  but  regular. 
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After  excluding  other  possibilities,  I  stated  that  in  my  opinion 
there  was  most  probably  malignant  disease  of  the  larynx,  the 
na/ture  of  the  dyspnoea  and  the  aphonia  rendering  bilateral  abductor 
paralysis  highly  improbable.  I  recommended  tracheotomy,  but 
the  patient  could  uot  be  induced  to  undergo  the  operation. 

Two  days  afterwards  death  took  place  from  asphyxia.  Permis- 
sion was  given,  to  examine  the  larynx.  There  were  large  clusters 
of  glands  on  both  sides  of  the  larynx,  especially  on  the  right,  and 
more  posteriorly  in  the  furrow  between  the  larynx  and  oesophagus. 
These  could  not  be  felt  during  life ;  they  did  not  compress  the 
larynx,  the  trachea,  or  the  oesophagus. 

The  morbid  growth  forms  an  extensive  though  nowhere  very 
prominent  swelling,  extending  over  the  greater  part  of  the  laryngeal 
cavity  below  the  cords,  which  are  involved  in  the  disease  and  lie 
almost  in  apposition.  Inferiorly  the  growth  ceases  at  the  lower 
margin  of  the  cricoid  cartilage,  but  the  posterior  wall  of  the  cavity 
is  free.  The  extreme  thickness  of  the  intra-laryngeal  portion  of 
the  growth  is  one  centimetre. 

The  tumour  extends  through  the  cricothyroid  space,  and  appears 
externally  in  front  of  the  larynx.  On  the  right  side  the  extra- 
laryngeal  portion  overlaps  the  ala  as  high  as  the  apex  of  the 
thyroid  notch,  and  infiltrates  the  pyramidal  lobe  of  the  thyroid 
gland ;  in  its  most  prominent  part  it  is  slightly  less  in  thickness 
than  the  intra-laryngeal  portion. 

The  mucous  membrane  over  a  large  area  of  the  growth  is  villous. 
This  condition  is  quite  independent  of  any  ulceration  of  the  growth, 
and  it  is  one  that  might  possibly  in  certain  cases  be  of  much 
clinical  importance. 

A  similar  villous  condition  is  at  times  observable  in  the  mucous 
membrane  of  the  bladder  in  connection  with  sarcomatous  tumours 
(see  a  case  by  one  of  us  [Mr.  Shattock]  in  the  Pathological 
Society's  'Transactions,'  1887)/ 

Histology. — A  vertical  longitudinal  section  of  the  intra-laryngeal 
growth,  taken  to  a  depth  of  5  cm.,  displays  a  coarse  alveolar 
structure,  the  trabeculse  of  which  are  in  places  abundantly  infil- 
trated with  small  round-cells.  The  alveoli  are  filled  with  multiform 
cells,  the  nuclei  of  which  are  considerably  larger  than  the  nuclei  of 
the  cells  infiltrating  the  trabeculse. 

The  tumour  must  be  classed  as  an  alveolar  sarcoma,  from  the 
fact  that  delicate  fibres  pass  from  the  trabeculse  amongst  the  cells, 
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and  that  iu  some  places  a  fine  reticulum  is  visible  between  the 
epithelioid  elements. 

Remarks. — The  case  is  noteworthy  in  two  respects.  In  the  first 
place,  sarcoma  of  the  larynx  is  a  comparatively  rare  disease,  the 
total  number  of  cases  hitherto  reported  not  exceeding  fifty. 

Secondly,  the  patient  is,  with  one  exception,  the  oldest  in  whom 
malignant  disease  of  the  larynx  has  been  observed. 

In  the  case  referred  to,  the  patient  was  eighty-two  years  of  age ; 
it  is  recorded  by  Dr.  Semon  in  the  '  St.  Thomas's  Hospital  Eeports  ' 
for  1883,  vol.  xii.  A  case  of  malignant  disease  in  a  patient  of 
eighty  is  recorded  by  Dr.  Hopmann,  of  Cologne. 

It  is  to  be  observed  that  in  both  these  instances  the  disease  was 
carcinoma.  So  far  as  sarcoma  is  concerned,  no  case  occurring  at 
so  advanced  an  age  as  the  present  has  yet  been  published. 

Mr.  Butlin,  in  his  concise  little  treatise  on  '  Malignant  Disease 
of  the  Larynx,'  cites  in  the  list  of  cases  of  sarcoma  one  observed 
in  a  patient  of  seventy-four  years. 

Case  2.  Epithelioma  of  right  half  of  larynx,  with  epitheliomatous 
insula  on  the  left  vocal  cord. — On  October  12th,  1887,  I  was  con- 
sulted by  Mr.  E.  W — ,  aged  57,  on  account  of  hoarseness  which  had 
commenced  about  six  months  previously  without  any  known  cause, 
had  increased  gradually,  and  at  the  time  of  consultation  had  led  to 
nearly  complete  aphonia.  Within  the  last  few  weeks  some  short- 
ness of  breath  on  exertion  had  been  added.  There  was  no  pain, 
no  dysjmagia,  no  cachexia,  no  emaciation. 

The  larynx  was  somewhat  broadened,  but  there  was  no  tenderness 
on  pressure,  and  no  enlargement  of  the  glands  in  the  neck. 

On  laryngoscopic  examination,  it  was  seen  that  the  whole  of  the 
right  half  of  the  larynx  except  the  epiglottis  was  converted  into 
an  immovable,  red,  infiltrating  mass,  from  which  only  a  small  por- 
tion of  the  thickened  and  immovable  vocal  cord  projected.  The 
left  vocal  cord  did  not  pass  the  mid-line  on  phonation,  and  there- 
fore did  not  reach  the  right  cord,  which  was  fixed  immovably  in 
the  cadaveric  position.  In  its  anterior  portion  there  appeared  also 
some  slight  congestion  and  thickening.  The  other  organs  were 
cpuite  healthy.     No  history  or  other  marks  of  syphilis. 

Ten  grains  of  iodide  of  potassium  ordered  three  times  a,  day.  A 
week  later,  as  no  improvement  had  taken  place,  the  dose  was 
increased  to  fifteen  grains. 
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On  the  21st  of  October,  I  had  a  consultation,  with  Mr.  Butlin, 
who  shared  my  views  that  the  disease  was  malignant,  and  who  felt 
a  distinct  thickening  on  the  right  half  of  the  cricoid  cartilage. 

On  the  27th,  the  disease  was  observed  to  have  made  distinct 
progress  anteriorly.  No  ulceration  was  perceived  in  the  larynx, 
but  the  vocal  cords  did  not  separate  entirely  in  front  during 
inspiration.  It  was  impossible  to  say  with  certainty  whether  this 
was  due  to  increase  of  the  swelling  on  the  right  side,  or  whether 
the  disease  had  extended  to  the  left  side  of  the  larynx. 

After  the  failure  of  iodide  of  potassium  the  patient  had  been 
given  to  understand  the  nature  of  the  disease,  and  his  chances  with 
regard  to  palliative    and  radical  treatment  had  been  clearly  ex- 
plained to  him1.     The  rather  rapid  increase  of  the  disease  within 
so  short  a  time  rendered  it  very  doubtful  in  our  minds  whether 
radical  operation  could  still  be  recommended  at  the  end  of  the 
month,  since  we  were  not  sure  as  to  the  extent  of  the  disease. 
Nevertheless  the  patient  made  up  his  mind  to  submit  to  partial  or, 
if  necessary,  even  total  extirpation  of  the  larynx,  and  the  former 
was  performed  by  Sir  William  Mac  Cormac,  who  has  kindly  sanc- 
tioned the  publication  of  the  case,  on  November  1st,  1887,  with 
the  assistance  of  Mr.  De  Meric,  Mr.  Middleton,  and  myself,  Mr. 
Tyrrell  giving  chloroform.     Tracheotomy  was  first  performed,  the 
thyroid  isthmus  being  split  between  two  ligatures.    The  trachea  was 
opened,  and  Hahn's  compressed  sponge- cannula  inserted.    After  ten 
minutes  (allowed  to  give  time  for  the  sponge  to  swell)  the  thyroid 
cartilage,  which  was  ossified,  was  divided  in  the  middle  line  with  a 
small  saw,  and  the  halves  of  the  larynx  turned  apart.     Dr.  Semon's 
electric  lamp  was  now  introduced  into  the  laiynx,  when,  in  addition 
to  the  main  mass  on  the  right  side,  a  small  hard  mass  was  observed 
in  the  anterior  commissure.     The  posterior  wall  of  the  larynx  was 
seen  to  be  free. 

The  right  half  of  the  larynx  was  removed  with  knife  and  scissors  ; 
there  was  but  slight  haemorrhage.  When  the  lamp  was  now  again 
introduced,  it  was  seen  that  on  the  lower  surface  of  the  left  vocal 
cord  in  front,  but  not  continuous  with  the  mass  in  the  anterior 
commissure,  there  was  an  isolated  infiltration  of  the  size  of  a  split 
pea,  not  adherent  to  the  cartilage ;  this  was  excised  by  a  circular 
incision  in  the  healthy  parts  around  it. 

1  With  regard  to  this  point,  see  a  paper  by  Dr.  Sernon  in  the  '  Clin.  Soc. 
Trans.,'  1887,  vol.  xx,  on  "  A  Case  of  Partial  Extirpation  of  the  Larynx,"  &c. 
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The  wound  was  plugged  with  iodoform  gauze,  and  the  edges  of 
the  wound  united,  a  drain  being  left  in. 

The  patient  passed  a  good  night.  On  the  following  morning 
(temp.  97°,  pulse  84)  the  dressing  was  changed  and  nutrient 
enernata  given,  the  patient  being  also  fed  through  an  oesophageal 
bougie  with  a  mixture  of  milk,  brandy,  and  eggs. 

At  noon  there  was  a  sudden  attack  of  suffocation,  and  Sir 
William  Mac  Cormac  substituted  for  the  sponge-tube  a  common 
tracheal  cannula  covered  with  india-rubber. 

At  1.15  I  saw  the  patient.  The  temperature,  which  had  risen 
without  any  rigor  in  the  course  of  the  morning  to  100°,  had  gone 
down  to  97°,  but  the  pulse  was  140  and  very  weak ;  considerable 
perspiration  ;  respiration  rapid  ;  tracheal  stertor.  No  dulness  in 
front  of  chest ;  breathing  vesicular.  In  the  course  of  the  afternoon 
the  frequency  of  respiration  increased  to  48  ;  pulse  150,  temp.  100°. 
Face  livid ;  dulness  posteriorly  at  both  bases,  and  bronchial 
breathing ;  pleuritic  friction  at  right  base. 

At  9.30  there  was  a  fresh  attack  of  suffocation,  the  night  being 
subsequently  passed  rather  quietly.  At  4  o'clock  on  the  morning  of 
the  3rd  another  attack  of  suffocation  occurred. 

At  9  a  m.  face  more  livid,  temp.  102°,  pulse  160,  filiform.  Respi- 
ration very  hurried ;  jactitations ;  patient  comatose.  He  rallies 
from  time  to  time  from  the  coma ;  is  free  from  pain,  but  always 
thirsty.  Death  occurred  about  noon.  No  fost-mortem  was  ob- 
tained. 

The  parts  removed  compi'ise  all  those  appertaining  to  the  right 
side  of  the  larynx,  excluding  the  epiglottis. 

There  is  a  widespread  swelling  beneath  the  mucous  membrane, 
most  marked  in  the  region  of  the  true  cord,  in  which  latter  situa- 
tion the  growth  is  exposed  by  ulceration. 

Externally  there  is  a  somewhat  similar  swelling  beneath  the 
cricothyroid  muscle,  which  is  stretched  over  its  surface  and  infil- 
trated by  it ;  the  growth  extends  upwards  anteriorly  for  about  a 
centimetre  over  the  outer  surface  of  the  ala  of  the  thyt-oid,  and  that 
it  has  passed  beyond  the  middle  line  appears  from  the  divided 
surface  of  the  tumour  in  this  situation.  The  intra-  and  the  extra- 
laryngeal  growths  are  continuous. 

From  the  left  vocal  cord  there  was  removed  at  the  same  opera- 
tion an  isolated  lenticular  tumour,  -7  cm.  in  diameter;  the  tissues 
around  this  growth  were  lax  and  apparently  quite  healthy. 
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Histology. — Horizontal  sections  of  the  isolated  tumour  involving 
the  left  vocal  cord  show  a  growth  "2  cm.  in  thickness,  7  cm.  in 
horizontal  diameter.  The  tumour  has  the  structure  of  a  typical 
carcinoma. 

The  branching  cell-columns  have  no  lumen,  and  they  can  be 
traced  to  the  free  surface,  towards  which  the  cells  are  of  distinct 
squamous  type  ;  in  the  deeper  parts  the  cells  are  of  smaller  size ; 
there  is  no  difference  in  form  between  the  peripheral  and  the  more 
central  elements  of  the  columns,  and  no  "  nests  "  occur.  A  portion 
of  the  surface  of  the  tumour  is  in  a  state  of  necrosis,  and  the 
superficial  epithelium  is  for  the  most  part  wanting. 

There  are  evidences  of  inflammation  along  the  whole  of  the  part 
of  the  cord  removed,  in  small-cell  infiltration  close  beneath  the 
surface,  and  catarrhal  changes  in  the  columnar  transitional 
epithelium. 

At  one  of  the  extreme  ends  (the  commissural)  of  the  specimen,  the 
morbid  growth  again  appears ;  there  is  an  interval  of  -5  cm. 
between  this  portion  and  the  cancerous  insula  first  described.  The 
investing  epithelium  between  them  is  of  the  transitional  columnar 
kind ;  in  the  region  corresponding  with  the  growth  last  mentioned 
it  is  stratified  squamous.     The  mucous  glands  are  not  involved. 

The  growth  is  therefore  an  "epithelioma"  in  the  sense  that  it 
has  arisen  in  connection  with  investing  epithelium,  as  distinguished 
from  glandular  carcinoma. 

The  larger  tumour  of  the  opposite  (right)  side  of  the  larynx 
shows  an  exactly  similar  structure. 

Remarks. — This  case  illustrates  the  necessity  of  arriving  at  a 
definite  diagnosis  in  certain  cases  of  malignant  disease  of  the  larynx 
from  clinical  symptoms  only,  without  the  aid  of  the  microscope,  for 
the  infiltrating  nature  of  the  growth  in  this  case  would  have  rendered 
the  intralaryngeal  removal  of  a  fragment  for  the  purposes  of  micro- 
scopic examination  impossible. 

In  spite  of  its  fatal  issue  (apparently  from  septic  pneumonia) 
the  case  deserves  recording,  since,  as  stated  by  one  of  us  (Dr. 
Semon)  in  a  previous  communication,  it  is  only  by  publishing 
every  case  of  extirpation  of  the  larynx,  whether  successful  or  not, 
that  a  more  complete  conseusus  of  opinion  can  be  arrived  at  in 
regard  to  the  value  of  this  operation  for  carcinoma  of  the  larynx. 

Lastly,  as  to  the  isolated  growth  on  the  left  vocal  cord.  Is  this 
due  to  contact  or  to  metastasis  ?     Infection  by  contact  is  a  question 
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which  is  still  sub  judice,  and  it  is  difficult  by  clinical  observation 
only  (as  in  so  many  other  cases)  to  arrive  at  any  indisputable  con- 
clusion ;  the  direct  proof  must  be  delegated  to  experiment.  There 
is  no  theoretical  reason,  however,  why  contact  carcinoma  should 
not  occur,  were  the  surface  opposed  to  the  primary  growth  excoriated 
or  ulcerated,  as  might  arise  from  its  contact  with  decomposing 
cancerous  discharge  ;  for  as  the  secondary  glandular  growths  in 
carcinoma  arise  from  the  direct  transference  of  elements  from  the 
primary  tumour,  there  seems  no  reason  why  the  direct  implantation 
of  infective  epithelium  to  a  granulating  surface  might  not  lead  to 
the  growth  of  a  second  tumour  as  well,  seeing  also  that  the  grafting 
of  normal  epidermis  is  so  readily  effected  on  a  similar  surface. 

That  carcinoma  might  be  communicated  to  an  intact  epithelial 
surface  is  also  conceivable,  though  in  either  case  it  might  be  held 
in  argument  that  the  spot  opposed  to  the  primary  tumour  was 
prepared  only  by  the  ensuing  inflammation  to  become  cancerous, 
for  the  same  general  reason  which  lay  at  the  bottom  of  the  original 
disease. 

Prof,  von  Bergmann1  has  recently  shown,  at  the  Berlin  Medical 
Society,  a  case  in  which  there  was  carcinomatous  disease  on  exactly 
opposite  spots  in  the  upper  and  lower  lips.  Such  an  association, 
as  Sir  James  Paget  remarks,  is  exceedingly  rare.  One  reason  of 
its  infrequency  may  perhaps  lie  in  the  fact  that  the  pain  arising 
from  carcinoma  induces  the  patient  to  keep  the  lips  apart,  both 
when  awake  and  during  sleep. 

We  may  add  that,  so  far  as  we  know,  the  only  fact  in  the  history 
of  laryngeal  carcinoma  similar  to  that  under  discussion  has  been 
recorded  by  Dr.  David  Newman,  of  Glasgow.2 

Case  3.  Intratracheal  carcinoma  continuous  with  carcinoma  of  the 
thyroid. — A  man,  aged  39,  was  admitted  on  July  8th,  1887,  into 
George  Ward,  St.  Thomas's  Hospital,  under  the  care  of  Dr.  Orel, 
to  whom,  as  well  as  to  Dr.  Sharkey,  who  in  Dr.  Ord's  absence  took 
charge  of  the  ward,  we  are  obliged  for  permission  to  use  the  case. 

His  family,  as  well  as  his  previous  history  are  unimportant. 

He  has  had  blood-spitting  and  cough  for  the  last  two  years,  both 
of  which  have  been  very  constant  and  severe.  Ten  months  ago  he 
had  very  severe  attacks  of  hemoptysis,  biinging  up,  according  to 

1  '  Berliner  klin.  Wochensehrift,'  No.  47,  p.  891,  1887. 

2  "Discussion  on  Cancer."  Reprint  from '  Glasgow  Medical  Journal,'  1886,  p.  95. 
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his  statements,  pints  of  blood  at  a  time.  He  had  been  for  two 
years  in  the  Birmingham  Infirmary  ;  has  lately  lost  much  flesh. 
Two  months  ago,  the  blood-spitting  began  to  be  worse.  There  has 
never  been  much  night  sweating.  Voice  lost  within  a  week  previous 
to  admission  ;  felt  feverish  during  the  last  few  days.  He  has  had 
great  difficulty  of  breathing  for  about  the  last  ten  months. 

Present  state. — On  admission,  an  emaciated-looking  man,  com- 
plaining of  troublesome  cough,  hemoptysis,  and  loss  of  voice. 
Voice  reduced  to  a  whisper,  occasionally  breaking  out  into  a  high- 
pitched  note.  Inspiration  markedly  prolonged  and  stridulous. 
Expiration  fairly  quiet.  Paroxysms  of  dyspnoea  occasionally,  when 
the  stridor  is  exaggerated. 

Lungs  :  Deficient  resonance  at  apices  ;  sinking-in  of  chest  above 
the  clavicle.  Deficient  movement  during  respiration.  At  right 
apex  in  front  tubular  breathing  and  whispering  pectorilocruy.  Voice 
resonance  exaggerated ;  a  few  crepitant  rales.  At  left  apex,  in 
front,  a  few  crackling  sounds.  Behind,  slight  tubular  breathing 
on  both  sides  with  increase  of  vocal  resonance  and  whispered  voice 
sounds.     Bases  of  lungs  normal. 

Heart :  Dulness  nearly  obliterated.  Apex-beat  not  localized  ; 
sounds  feeble  but  normal. 

Liver :  Dulness  begins  at  sixth  rib ;  edge  not  felt. 

Abdomen  normal.    Urine  1026,  clear,  acid,  no  albumen.   Pulse  96. 

Tongue  slightly  furred,  dry,  red. 

July  10th. — Paroxysmal  cough  and  stridor,  and  difficulty  of  breath- 
ing at  times,  but  not  so  severe  as  on  admission  ;  has  been  spitting  up 
bright  blood  as  well  as  muco-pus.  Sweats  at  night.  Pulse  80.  Fixity 
of  trachea  during  breathing.  Just  above  the  sternal  notch  is  a  round, 
hard  swelling,  more  marked  on  the  right  side,  apparently  surround- 
ing the  trachea ;  pressure  on  this  lump  causes  cough.  The  patient 
was  first  ordered  an  expectorant,  and  later  iodide  of  j)otassium. 

10th. — The  patient  was  seen  by  me,  when  the  following  note  was 
made  regarding  the  laryngeal  condition : — "  Right  cord  fixed  near 
middle  line  ;  left  moves  well.  Large  ulceration  on  anterior  wall 
of  the  trachea  corresponding  to  the  projection  outside  about  the 
third  to  fifth  ring  of  the  trachea.  Diagnosis :  Most  probably 
tubercular  perichondritis  of  tracheal  cartilages." 

14th. — Urine  alkaline,  contains  much  triple  phosphate. 

20th. — No  crepitations  to  be  heai'd.  Dulness  at  apex  not  quite 
complete. 
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21st. — Patient  complains  of  pain  when  he  talks.  Larynx  moves 
fairly  in  swallowing. 

24th. — I  saw  the  patient  for  the  second  and  last  time.  "  Tracheal 
ulceration  looks  cleaner  than  on  the  8th,  otherwise  no  change." 

25th. — Food  taken  well  and  without  pain,  but  it  always  returns. 
Pain  on  coughing,  just  above  the  sternum.  No  haemoptysis  for 
two  days. 

August  10th. — Dr.  Sharkey  made  the  following  note: — "On 
auscultation  the  air  is  found  to  enter  poorly  into  both  lungs,  but 
hardly  at  all  into  the  left.  There  is  no  definite  evidence  of  lung 
disease;  but  the  tracheal  sound  obscures  everything  and  makes 
diagnosis  of  the  pulmonary  condition  impossible.  Two  small  hard 
lumps  were  felt  on  right  side  of  trachea  near  the  sternum,  and 
another  rising  up  from  thorax  as  patient  swallows.  There  is  also 
thickening  about  the  trachea  here.  Left  vocal  cord  moves  freely  ; 
the  right  is  slightly  adducted  but  not  abducted.  No  laryngeal 
disease." 

During  the  next  few  days  the  condition  was  varying;  slight 
improvement. 

22nd. — The  sputum  was  examined  but  no  bacilli  found.  Patient 
much  troubled  with  cough  ;  has  spat  up  considerably  more  blood 
than  for  the  last  fortnight.  Pain  in  front  of  chest  and  at  back  of 
the  left  side.  Breathing  has  been  bad.  Continued  loss  of  weight, 
and,  for  the  first  time,  rise  of  temperature,  which  had  been  normal 
or  subnormal  up  to  this  time. 

During  the  next  few  days  considerable  haemoptysis,  pains  in  chest, 
irregular  rise  in  temperature,  pulse  varying  from  108  to  124.  The 
haemoptysis  constantly  increased,  and  on  September  4th  the  patient 
died,  the  temperature  having  been  rather  irregular  during  the  last 
few  days,  respiration  hurried,  pulse  136.  Neither  ergot  nor  tanni< 
acid  checked  the  bleeding. 

Post-mortem  examination. — Into  the  trachea,  about  1*5  cm.  below 
the  lower  border  of  the  cricoid,  in  the  mid-line  and  on  the  right  side, 
there  projects  a  smooth  ovoidal  growth,  2  cm.  in  its  longer  vertical 
diameter.  On  carrying  a  section  through  this  tumour  and  tracheal 
wall  into  the  circumjacent  part  of  the  thyroid  gland,  the  morbid 
growth  is  seen  to  be  continuous  with  a  widespread  extension  of 
similar  substance  beneath  the  tracheal  mucous  membrane.  This 
submucous  infiltration  extends  for  3  cm.  in  the  vertical  direction, 
and  attains  a  maximum  thickness  of  "3  cm.  within  the  line  of  the 
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tracheal  cartilages,  and  it  leads  to  some  diminution  of  calibre  in  the 
neighbourhood  of  the  projecting  intratracheal  process  of  the  growth. 
The  tumour-substance  spreads  between  the  tracheal  cartilages 
(which  are  completely  embedded  in  it)  into  the  thyroid  gland.  The 
gland  is,  as  a  result,  inseparably  incorporated  with  the  trachea  for 
the  distance  of  3  cm.  or  more,  as  above  mentioned.  The  upper  parts 
of  the  lateral  lobes  of  the  thyroid  are  unaffected ;  the  lower  parts 
are  so  infiltrated  that  their  limit  is  unrecognisable,  the  growth 
passing  beyond  over  the  sides  and  front  of  the  trachea. 

The  right  recurrent  laryngeal  nerve  was  found  at  the  post-mortem 
examination  to  enter  the  mass  of  malignant  disease  which  lay  round 
the  trachea.  The  lower  lobes  of  both  lungs  were  affected  with  acute 
pneumonia.     The  other  organs  were  healthy. 

Histology. — Vertical  sections  of  the  projecting  intratracheal 
growth  show  a  uniform  structure  of  closely-set,  narrow,  winding, 
tubular  spaces,  lined  in  some  places  with  cubical  in  others  with 
subcolumnar  and  columnar  epithelium.  This  difference  in  epithe- 
lial f orm  is  unconnected  with  any  difference  in  the  size  of  the  spaces. 
The  epithelium  is  everywhere  formed  of  a  single  layer  of  cells, 
and  there  is  everywhere  a  well-marked  lumen  ;  where  it  is  typically 
columnar  no  ciliated  border  is  discernible  under  ^  homogeneous 
immersion.  A  few  of  the  spaces  contain  an  unstained,  finely 
reticular  substance,  in  which  there  are  minute  orange-red  granules 
and  a  few  large  pigment  carrier-cells ;  others  of  the  spaces  are 
distended  by  hsemorrhage,  and  this  has  clearly  led  also  to  the  con- 
tents first  noticed.  The  intertubular  stroma  is  small  in  amount 
and  of  ordinary  connective  tissue. 

The  tracheal  epithelium  is  intact  over  the  growth  and  is  alto- 
gether distinct  from  the  epithelium  of  the  latter,  even  where  the 
columnar-celled  spaces  of  the  tumour  in  the  subjacent  corium 
approximate  quite  closely  to  that  of  the  trachea. 

In  sections  carried  through  the  submucous  extension  of  the 
growth  and  into  the  extratracheal  portion  a  similar  structure  to 
that  described  obtains,  the  amount  of  fibrous  tissue  being,  how- 
ever, much  more  considerable  in  these  situations.  The  growth, 
preserving  these  characters,  is  traceable  between  the  tracheal  rings, 
and  its  thyroidal  origin  becomes  decisive  within  a  short  distance 
of  the  outer  side  of  the  trachea,  where  the  spaces  become  larger  and 
more  spherical,  and  where  the  typical,  homogeneous,  pale  yellow, 
colloidal  substance  fills  some  and  extravasated  blood  others. 
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That  the  case  is  not  one  of  invasion  of  normal  thyroid  tissue  by 
the  ingrowth  of  another  kind  of  tumour  appears  from  the  fact  that 
a  perfect  continuity  exists  between  the  intratracheal  growth  and 
that  without  the  trachea  where  the  thyroidal  character  becomes  more 
pronounced  ;  and  this  suffices  to  determine  what  is  in  other  respects 
a  debateable  question,  viz.  whether  the  tumour  has  originated  in 
the  trachea  and  subsequently  invaded  the  thyroid,  or  whether  it 
has  originated  in  the  thyroid  and  secondarily  invaded  the  trachea  ? 
That  the  growth,  in  any  case,  has  not  arisen  from  the  investing 
epithelium  of  the  trachea  is  clear  from  the  fact  that  the  epithelium 
of  the  tumour  is  disposed  throughout  in  a  single  layer  and  that  the 
spaces  have  everywhere  a  distinct  lumen. 

It  may  still  be  questioned,  however,  whether  the  growth  may  not 
be  a  columnar-celled  carcinoma  that  has  arisen  in  the  mucous 
glands  of  the  trachea ;  and  but  for  the  distinct  thyroidal  characters 
of  certain  parts  of  the  growth  it  would  not  be  easy  to  disprove 
such  a  view. 

The  new  growth,  therefore,  is  to  be  considered  as  a  carcinoma  of 
the  thyroid  which  by  its  extension  has  involved  the  trachea  and 
come  to  project  within  it. 

Remarks. — One  of  the  reasons  why  this  case  has  been  put  on 
record  has  already  been  mentioned  in  the  concluding  portion  of  the 
histological  description,  viz.  the  difficulty  of  deciding  whether  the 
growth  was  of  tracheal  or  of  thyroidal  origin.  The  clinical  history 
presented  considerable  difficulty.  The  presence  of  malignant  disease 
of  the  thyroid  was  not  suspected  during  life,  and  the  idea  that 
the  tracheal  affection  was  of  malignant  nature  presented  itself  to 
Dr.  Sharkey  only  during  the  last  month  of  the  patient's  life.  Pre- 
viously to  this  the  idea  of  tubercular  mischief  of  the  lungs  and 
trachea  appeared  the  more  probable ;  there  was  the  long  history  of 
haemoptysis,  emaciation,  night  sweats,  and  cough ;  there  were  the 
pulmonary  signs  described ;  there  was  paralysis  of  the  right  vocal 
cord,  which  was  explicable  on  the  hypothesis  that  the  recurrent 
nerve  had  been  involved  in  pleuritic  thickening  at  the  apex  of  the 
right  lung,  an  event  by  no  means  rare  in  tubercular  disease  of  the 
right  lung.  There  was,  moreover,  the  tracheal  ulceration  which, 
added  to  the  external  thickening  of  the  trachea,  naturally  suggested 
tubercular  perichondritis  of  the  tracheal  cartilages.  Had  the  intra- 
tracheal projection  been  situated  somewhat  higher  up  it  would 
have  been  possible  to  see  that  one  had  to  do  not  with  an  ulceration 
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merely  but  with  an  ulcerated  tumefaction.      The  disease  of  the 
thyroid  remained  latent  during  life. 

Pathologically,  the  case  is  interesting  from  the  fact  that  the 
disease  appeared  in  the  trachea  in  the  form  of  so  well-defined  and 
considerable  a  tumour ;  this  is  a  rare  occurrence.  When  malignant 
disease  commencing  in  the  oesophagus  or  thyroid  gland  invades  the 
trachea  there  is  usually  an  ulcerating  infiltration  only.  Cylinder- 
celled  carcinoma,  lastly,  is  a  rare  form  of  thyroid  tumour.  Wolfler,1 
who  gives  a  full  description  of  its  formation  (loc.  cit.,  p.  787,  et  seq.), 
mentions  only  seven  cases  described  by  various  authors. 

April  3rd,  1888. 


4.  Lung  from  case  of  fatal  hemoptysis  in  an  infant. 
By  F.  D.  Deewitt,  M.D.,  for  H.  P.  Cholmeley,  M.D. 

The  child,  aged  1  year  and  8  months,  was  admitted  into  the 
Victoria  Hospital  for  Children  on  March  13th,  1888.  There 
was  dulness  and  bronchial  breathing  in  left  axilla,  and  a  history  of 
cough  and  wasting  since  measles  three  months  before. 

On  March  20th  she  was  seized  with  sudden,  profuse,  and  imme- 
diately fatal  haemoptysis. 

Post-mortem. — Organs  were  blanched.  Trachea  filled  with  frothy 
blood.  Posterior  mediastinal  and  bronchial  glands  much  enlarged 
(forming  solid  mass  round  trachea).  Some  of  these  glands  were 
caseous.     Gland  at  bifurcation  of  trachea  was  much  enlarged. 

On  opening  the  left  bronchus  from  behind  it  was  found  to  ter- 
minate in  an  irregular  hard-walled  cavity  filled  with  caseous 
material  and  blood-clot.  It  was  about  the  size  of  a  walnut  and 
occupied  the  upper  part  of  the  lower  lobe,  and  lower  part  of  the 
upper  lobe. 

On  washing  away  the  contents,  a  vessel  the  size  of  a  small  crow- 
quill  was  seen  crossing  the  cavity  ;  on  the  vessel  there  was  a  small 
perforation  the  long  diameter  of  which  was  in  the  axis  of  the  vessel ; 
blood  was  flowing  from  it.     On  injecting  water  into  the  pulmonary 

1  '  Archiv  fur  Klin.  Chir.,'  vol.  xxix,  Heft  1  and  2,  1883,  "  Ueber  die  Ent- 
wickelung  und  den  Bau  des  Kropfes." 
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artery  a  stream  flowed  at  once  from  the  rupture.  No  other  cause 
for  the  haemoptysis  could  be  found. 

The  left  bronchus  was  rough  and  ulcerated,  and  at  one  point  on 
its  anterior  wall  there  was  a  communication  with  a  caseous  gland. 

Small  grey  tubercles  were  scattered  throughout  both  lungs,  and 
there  were  some  in  kidneys  and  spleen.  The  lung  and  trachea 
were  shown.  April  3rd,  1888. 


5.   Two  cases  of  mediastinal  cancer. 

By  H.  Handford,  M.D. 

[With  Plate  I,  fig.  2.] 

Case  1.  Carcinoma  of  the  mediastinum  and  left  lung,  causing  per- 
foration of  the  oesophagus,  and  death  from  haemorrhage  from,  the 
left  auricle,  which  was  involved  in  the  growth. — The  patient,  J.  E — ,  a 
stockinger,  aged  45,  was  an  old  soldier  and  had  suffered  from  some 
liver  affection  in  India.  There  was  no  appearance  or  definite 
history  of  syphilis.  His  health  began  to  fail,  and  he  suffered  from 
cough  about  six  months  before  his  admission  under  my  care  into 
the  Nottingham  G-eneral  Hospital  on  January  26th,  1888,  when  he 
complained  of  loss  of  flesh,  pain  between  the  shoulders  and  at  the 
lower  end  of  the  sternum,  difficulty  of  swallowing  anything  but 
fluids,  and  of  cough  with  slight  purulent  sputum  frequently  tinged 
with  blood.  The  difficulty  of  swallowing  was  the  most  urgent 
symptom.  "  For  the  past  fortnight  he  has  been  unable  to  get  anv 
solid  food  down  ;  when  it  gets  part  of  the  way  down  it  sticks  and 
he  has  tried  to  wash  it  down  with  fluid,  but  has  always  had  to 
vomit  it  up  again."  He  swallowed  water  readily  in  my  presence, 
and  neither  then  nor  at  other  times  did  swallowing  give  rise  to 
paroxysms  of  coughing.  An  oesophageal  bougie  was  passed  without 
any  difficulty  on  two  occasions  at  one  sitting,  and  was  arrested  on 
the  first  occasion  twelve  and  a  half,  and  on  the  second  twelve  and 
three  quarter  inches  from  the  dental  arch.  He  thought  that  his 
swallowing  was  better  for  a  few  days  afterwards,  and  succeeded  in 
taking  minced  meat.     He  gradually,  however,  lost  ground,  and  by 
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February  9th  could  not  swallow  even  water.  On  February  12th,  he 
brought  up  about  a  pint  of  bloocl.  It  came  up  slowly  in  small 
quantities  at  a  time,  and  was  of  a  bright  arterial  colour.  The 
haemorrhage  ceased  for  about  ten  hours,  but  began  again,  and  he 
spat  up  another  10 — 15  oz.  during  the  night  of  the  12th — 13th, 
and  died  at  10  a  m.  on  the  13th. 

At  the  inspection  on  February  13th  at  3  p.m.,  five  hours  post 
mortem,  rigor  mortis  was  well  marked,  especially  in  the  arms,  but 
the  body  was  still  warm.  On  opening  the  thorax,  the  left  lung  was 
found  to  be  very  firmly  and  universally  adherent  to  the  costal 
parietes.  The  right  lung  was  very  voluminous  but  not  adherent. 
The  heart  was  small,  and  the  pericardial  sac  contained  a  small 
quantity  of  fluid  blood,  and  a  small  elongated  recent  black  clot- 
There  were  a  few  long  narrow  adhesions  between  the  epicardium 
and  the  pericardium,  apparently  of  some  weeks'  duration  at  least. 
The  pericardium  on  the  left  side  was  so  firmly  adherent  to  the 
indurated  left  lung  that  the  heart  could  be  lifted  out  of  the  peri- 
cardial sac,  like  a  nut  out  of  its  shell,  without  the  walls  collapsing. 
The  source  of  the  haemorrhage  was  the  appendix  of  the  left  auricle, 
which  was  adherent  to  the  pericardium,  and  communicated  by  a 
small  irregular  aperture  both  with  the  pericardial  sac  and  with  a 
sloughing  cavity  at  the  root  of  the  lung  in  the  mediastinum.  All 
the  cavities  and  the  main  vessels  leading  to  and  from  the  heart 
contained  partially  decolourised  blood-clot.  There  was  no  valvular 
disease.  The  heart  was  removed  in  situ  together  with  the  larynx, 
trachea,  oesophagus,  and  both  lungs.  The  left  lung  was  removed 
with  much  difficulty,  and  only  by  the  free  use  of  the  knife. 

Between  the  base  of  the  lower  lobe  and  the  diaphragm  was  a 
smooth  space  containing  recent  lymph,  evidently  a  localised  dia- 
phragmatic pleurisy.  The  oesophagus  was  nine  inches  long  from 
the  lower  border  of  the  cricoid  cartilage,  and  when  opened  disclosed 
no  stricture,  as  was  anticipated,  but  at  five  inches  from  the  upper 
extremity  two  small  ulcerated  openings,  roughly  oval  in  shape,  with 
their  long  axes  parallel  with  the  oesophagus.  At  five  and  three 
quarter  inches  from  the  cricoid  there  was  a  similar  but  much  larger 
opening  one  and  a  quarter  inches  long.  The  margins  of  the 
opening  were  thin,  black,  and  sloughing.  The  openings  communi- 
cated with  a  large  cavity  with  gangrenous  walls,  into  which  opened 
the  trachea  and  the  right  and  left  bronchi ;  a  great  part  of  the 
walls  of  these  latter  were  destroyed  and  disintegrating.     The  cavity 

4 


50  ORGANS    OF    RESPIRATION. 

was  bounded  by  the  oesophagus  and  trachea,  the  roots  of  the  lungs 
and  the  posterior  aspect  of  the  heart.  Besides  the  free  communica- 
tion with  the  oesophagus  and  trachea  already  described,  the 
appendix  of  the  left  auricle  was  also  involved  as  part  of  the  walls  of 
the  cavity,  and  communicated  with  it  by  a  small  irregular  opening. 

The  walls  of  the  oesophagus  were  not  in  any  place  involved  in 
the  new  growth,  which  occupied  the  whole  of  the  lower  lobe,  and 
one  third  of  the  upper  lobe  of  the  left  lung.  The  pleura  was 
specially  thickened,  and  prolongations  spread  from  it  into  the  lung. 
On  section  the  affected  part  of  the  lung  was  of  cartilaginous  hard- 
ness, airless  and  grey  in  colour,  resembling  in  appearance  a  chronic 
pneumonia,  and  showing  a  sharp,  limiting,  white  border.  The 
rest  of  the  upper  lobe  was  engorged  and  friable  but  crepitant.  In 
the  right  lung  there  was  some  hypostatic  pneumonia,  but  with  the 
exception  of  the  root  it  was  not  involved  in  the  growth.  No  rup- 
ture of  any  of  the  pulmonary  vessels  could  be  discovered,  or  any 
other  source  for  the  hemorrhage  except  the  left  auricle.  It  is  also 
to  be  remembered  that  the  blood  was  bright  in  colour  as  would  be 
the  case  from  the  left  auricle,  and  not  dark  as  it  must  be  from  the 
pulmonary  artery.  The  glands  at  the  root  of  the  neck  were  en- 
larged. 

The  stomach  was  very  small  and  contracted,  and  contained  dis- 
integrated blood. 

The  liver  weighed  48  oz.  and  contained  numerous  white  secondary 
deposits.  The  liver-tissue  was  very  friable,  and  some  of  the  nodules 
could  be  quite  readily  shelled  out,  though  they  were  not  distinctly 
encapsuled.  The  average  size  of  the  nodules  was  about  three 
quarters  of  an  inch  in  diameter,  but  they  varied  from  the  size  of  a 
pea  up  to  two  inches  in  diameter.  In  all  there  were  about  a  dozen. 
There  were  no  other  secondary  deposits.  The  kidneys  appeared 
healthy.     The  brain  was  not  examined. 

On  microscopic  examination  of  the  nodules  in  the  liver  a  typical 
alveolar  stroma  of  scirrhous  carcinoma  was  found.  In  the  sections 
of  the  lung  the  stroma  was  less  distinct  except  where  it  was  col- 
lected into  bands  which  permeated  the  lung  in  all  directions.  Some 
of  these  were  plainly  visible  with  the  naked  eye,  while  others  were 
much  finer,  and  required  a  low  magnifying  power.  The  cells 
varied  much  in  shape,  but  were  mostly  of  an  epithelial  type.  The 
growth  in  the  pleura  consisted  chiefly  of  fibrous  tissue. 

A  very   similar  case  is  recorded  by  Impaccianti  in  '  Lo  Speri- 
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mentale  '  for  January,  1888,  tomo  lxi.1  In  this  case  a  mediastinal 
growth  involved  the  left  auricle,  and  caused  pressure  on  the 
oesophagus  leading  to  perforation.  Difficulty  of  swallowing  was 
the  chief  symptom,  and  the  patient  died  of  inanition  after  being 
totally  unable  to  swallow  for  several  days. 

A  third  case,  somewhat  similar  to  the  above  two,  is  the  following, 
of  which  I  show  drawings  and  microscopic  sections. 

Case  2.  Carcinoma  of  the  luwj  ;  death  from  haemoptysis  ;  secondary 
growths  in  the  muscles  and  in  both  kidneys. — S.  E. — ,  a  well-developed 
man,  aged  40,  was  admitted  under  my  care  into  the  Nottingham 
General  Hospital  on  July  4th,  1887,  complaining  of  cough  and  spit, 
pain  under  the  scapula  and  at  the  epigastrium  after  eating.  He 
had  suffered  from  cough  more  or  less  for  twenty  years,  and  five 
years  ago  brought  up  a  large  quantity  of  blood.  Nearly  two  years 
ago  he  lost  his  voice  for  three  months.  He  has  been  unable  to 
work  for  eighteen  months,  during  which  time  he  has  lost  2  st.  in 
weight,  and  has  suffered  much  from  muscular  pains.  He  had  a 
very  abundant  frothy  and  muco-purulent  sputum,  occasionally 
streaked  with  blood.  His  temperature  was  hectic,  varying  from 
98-6°  to  101°  F.,  and  occasionally  much  higher  (104-4°).  There 
was  impaired  percussion  resonance  over  the  greater  part  of  the 
right  lung,  but  especially  over  the  lower  lobe  posteriorly.  He  had 
a  very  irritable  cough  which  the  most  varied  tx'eatment  failed  to 
relieve. 

The  diagnosis  was  felt  to  be  obscure,  but  it  was  thought  that  the 
physical  signs  pointed  to  bronchiectasis,  except  that  he  did  not,  as 
is  usual  in  bronchiectasis,  periodically  bring  up  mouthfuls  of  foetid 
sputum. 

He  gradually  lost  ground,  and  on  July  28th  complained  of  severe 
pain  in  the  right  side,  which  proved  to  be  the  beginning  of  a  pleu- 
ritic effusion  for  which  he  was  tapped  on  August  18th,  and  30  oz. 
of  slightly  turbid  fluid  withdrawn,  giving  him  much  temporary 
relief. 

I  was  away  from  home  during  Angust,  but  on  examining  the 
patient  on  September  3rd  I  found  a  swelling  the  size  of  an  egg  in 
the  upper  third  of  the  right  humerus,  apparently  periosteal  in 
origin  and  very  painful ;  another  nodule  about  the  size  of  a  cherry 
in  the  right  deltoid ;  others,  of  about  the  same  size,  in  the  sub- 
cutaneous tissue  on  the  inner  side  of  the  left  upper  arm  and  on 
1  An  abstract  of  this  case  appears  in  the  '  London  Medical  Recorder,'  1888. 
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the  inner  side  of  the  left  thigh.     There  were  smaller  nodules  in  the 
episternal  notch  and  on  the  scalp. 

He  went  home  unrelieved  on  the  7th,  and  on  the  17th  had  a 
copious  haemoptysis  which  proved  speedily  fatal. 

At  the  inspection,  about  thirty-six  hours  post  mortem,  the  growths 
in  the  muscles,  &c,  were  found  but  little  increased  in  size,  and 
some  of  them  were  removed  for  microscopic  examination.  The 
growth  on  the  right  humerus  was  found  to  involve  the  bone  very 
deeply,  and  the  humerus  was  fractured  during  the  examination? 
though  no  unusual  force  was  used.  The  right  pleural  cavity  con- 
tained about  a  pint  of  clear  straw-coloured  fluid ;  the  pleura  was 
very  much  thickened  and  almost  as  hard  as  cartilage.  The  lung- 
tissue  was  very  much  disorganised  and  contained  numerous  cavities, 
one  of  which  was  filled  with  bloody  fluid  and  numerous  recent 
clots.  It  was  probably  the  source  of  the  fatal  haemorrhage.  At 
the  root  there  were  several  growths  which  spread  along  the 
bronchi  and  blood-vessels  into  the  king.  One  of  the  large  pulmo- 
nary veins  was  found  completely  embedded  in  new  growth.  On  the 
left  side  there  was  no  fluid  in  the  pleural  cavity  ;  the  lung  was 
voluminous,  not  adherent,  and  did  not  contain  any  new  growths  or 
tubercle. 

The  pericardium  was  not  involved ;  the  heart  was  small  and  all 
the  valves  healthy. 

The  liver  and  spleen  were  normal  in  appearance  and  contained 
no  growths. 

The  kidneys  were  large  and  friable  ;  the  capsules  stripped  easily, 
except  where  they  were  involved  in  the  numerous  new  growths, 
varying  in  size  from  a  pea  to  a  large  marble,  and  about  ten  or 
twelve  in  number,  with  which  each  kidney  was  studded. 

The  mesenteric  and  retro-peritoneal  glands  were  not  enlarged. 

On  microscopic  examination,  the  appearances  of  the  growth  at 
the  root  of  the  lung  and  of  the  secondary  growths  in  the  muscles 
bore  a  very  close  resemblance.  The  cells  were  irregular  in  size 
and  shape  and  of  epithelioid  character,  and  there  was  an  abundant 
stroma.  In  places  the  alveolar  structure  was  well  marked.  In  fact, 
the  microscopic  examination  pointed  to  carcinoma.  The  clinical 
picture,  especially  the  absence  of  marked  enlargement  of  the 
lymphatic  glands  (except  the  bronchial),  the  involvement  of  the 
bone  (humerus),  and  the  nodules  in  the  muscles  and  subcutaneous 
tissue,  is  rather  more  suggestive  erf  sarcoma. 
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The  growth,  in  the  root  of  the  lung  appeared  to  be  the  original 
one,  but  whether  it  commenced  in  the  bronchial  glands,  bronchial 
mucous  membrane,  or  in  the  connective  tissue,  there  was  no  evidence 
to  show.  Considering  the  abundance  of  the  secondary  growths,  the 
small  mass  of  the  primary  growth  was  surprising.  The  pleura  was 
much  involved,  and  the  growth  at  the  root  of  the  lung  sent  pro- 
longations along  the  blood-vessels  and  along  the  interlobular  septa 
in  a  manner  highly  characteristic  of  scirrhous  carcinoma,  especially 
as  that  form  of  tumour  is  seen  in  the  mammary  gland. 

All  the  other  growths,  except  that  in  the  humerus,  viz.  those  in 
the  kidneys,  muscles,  and  subcutaneous  tissue,  were  of  moderate 
size  and  distinctly  nodular.  I  think  there  can  be  no  doubt  that 
they  were  secondary.  The  growth  in  the  humeruswas  larger  and  of 
older  date,  as  indicated  by  the  extensive  destruction  of  the  bone 
shown  by  its  fracture,  but  it  did  not  attract  attention  on  his  admis- 
sion two  and  a  half  months  before  his  death.  I  think  it  must  have 
been  of  later  origin  than  the  growth  of  the  lung,  though  this  is 
open  to  question. 

The  character  of  the  growth  was  very  similar  in  the  two  cases 
that  I  have  brought  forward,  and  the  description  of  the  lung  in 
Dr.  Impaccianti's  case  would  have  applied  exactly  to  the  first  of 
mine.  The  numerous  fibrous  processes  radiating  into  the  lung 
from  the  pleura  at  the  root,  and  the  dull  grey  pneumonic  appearance 
of  the  lung,  were  the  common  features. 

The  majority  of  mediastinal  growths  that  have  been  described 
recently  have  been  called  sarcomata.  I  think  there  can  be  no 
doubt  that  the  two  cases  I  have  brought  forward  are  true  car- 
cinoma. 

The  tissue  in  which  a  tumour  grows  appears  to  influence  very 
considerably  the  arrangement  of  its  constituent  elements,  and 
especially  is  this  true  of  the  lung.  Hence,  sections  from  the 
growths  in  the  lung  did  not  in  either  case  present  nearly  such  a 
typical  arrangement  of  cells  and  stroma  as  did  those  from  the 
secondary  growths,  which,  I  think,  we  may  safely  take  as  a  true 
index  of  the  nature  of  the  primary  tumour.  April  3rd,  1888. 
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6.  Malignant  disease  of  bronchial  glands. 
By  G.  N.  Pitt,  M.D. 

1  Sarcoma  of  bronchial  gland  invading  bronchus. — Wm.  G — , 
•  aged  70,  admitted  January  31st,  1888.  Was  found  lying- 
unconscious,  and  was  brought  up  to  the  hospital.  On  admis- 
sion, he  was  conscious  and  was  able  to  sit  up.  He  was  put 
to  bed,  but  insisted  on  sitting  on  the  edge  and  groped  about 
under  the  bed ;  he  did  not  see  a  porringer  when  given  him.  He 
gradually  became  comatose  and  died  eight  and  a  half  hours  after 
his  accident,  the  limbs  being  rigid  and  the  right  side  paralysed. 

Post-mortem. — Cerebral  haemorrhage  on  the  left  side  of  the 
brain  bursting  on  to  the  surface ;  submeningeal  hsemorrhage ; 
extensive  bruising  of  the  brain.  Four  fractures  radiating  from  a 
point  on  the  left  temporal  bone,  and  crossing  the  posterior  branch 
of  the  middle  meningeal  artery,  but  none  of  the  fractures  extended 
to  the  base  of  the  skull. 

There  was  bronchitis.  A  soft  vascular  small-celled  sarcomatous 
growth  involved  the  bronchial  glands  between  the  bronchi,  forming 
a  mass  one  and  a  half  inches  long  by  one  inch  in  diameter,  and  lying 
below  and  in  front  of  the  left  bronchus,  which  it  had  invaded 
slightly,  so  as  to  form  a  small  swelling  on  the  inner  surface,  the 
mucous  covering  not  being  ulcerated ;  the  lumen  was  but  slightly 
diminished.  Adjacent  to  the  growth  were  four  glands  containing 
calcareous  debris.     No  other  growth  was  found  in  the  body. 

Heart  14J  oz  ;  left  ventricle  much  hypertrophied ;  right  ventricle 
slightly  thickened.  Mitral  valve  incompetent ;  old  vegetations  on 
the  aortic  valves.     Indurated  viscera. 

Kidneys  11  oz.,  not  granular,  but  the  arteries  were  thickened. 

2.  Carcinoma  of  bronchial  gland,  with  secondary  groivths  in  oppo- 
site lung. — Mary  N — ,  aged  67,  admitted  September  7th,  1887, 
under  Dr.  Pye-Smith.  A  delicate  woman  who  for  a  month  has 
had  dyspnoea,  especially  when  she  is  lying  down.  The  lymphatic 
glands  in  the  posterior  triangle  of  the  neck  are  enlarged  and 
painful.  The  right  side  of  the  chest  moves  less  than  the  left,  and 
but  little  air  enters  on  that  side ;  the  voice-sounds  are  diminished 
in  front.     The  other  organs  are  normal. 
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September  9th  to  20th. — Better  entry  of  air  into  right  chest. 

October  3rd. — Decidedly  deficient  entry  of  air  again  on  right  side. 
A  hard  mass,  tender  on  pressure,  can  be  felt  one  and  a  quarter  inches 
above  and  to  left  of  umbilicus,  which  transmits  aortic  pulsation. 
The  patient  has  all  along  taken  but  little  food.  At  the  end  of 
December  this  lump,  which  was  dull  on  percussion,  increased  up 
to  three  and  a  half  inches  in  diameter,  and  the  diagnosis  of 
carcinoma  ventriculi  was  made.  The  patient  suffered  severely 
with  epigastric  pain,  vomited,  emaciated,  and  was  extremely  ill. 
She  was  delirious  at  night. 

January  12.— Temp.  100c— 101.°  F.  Pleuritic  rub  on  left  side. 
She  lingered  on,  gradually  becoming  more  feeble  till  her  death  on 
February  27th. 

Post-mortem  examination  by  Dr.  Shaw. — 52  oz.  of  fluid  in  the 
two  pleural  sacs,  more  in  the  right  than  in  the  left.  Left  pleura 
thickened. 

The  right  bronchus  was  ruptured  in  removing  it  just  at  its 
commencement ;  around  it  was  growing  a  small  tumour  obstructing 
the  tube  so  that  it  would  just  admit  a  probe.  The  mucous  mem- 
brane was  not  ulcerated,  nor  had  the  growth  invaded  the  bronchus. 
The  bronchi  beyond  were  slightly  dilated. 

The  left  lung  was  healthy  but  for  some  pus  in  the  tubes  and  a 
few  scattered  nodules  of  growth.  There  was  no  diffusion  of  the 
growth  along  the  mediastinal  glands,  but  the  right  supra-clavicular 
glands  were  involved. 

Heart  11|  oz. ;  normal.     Aorta  atheromatous. 

All  the  abdominal  organs  were  normal,  and  nothing  could  be 
found  to  account  for  the  supposed  abdominal  tumour  except  a 
rather  unusual  prominence  of  the  vertebral  column.  Liver  37  oz. 
Spleen  5  oz.     Kidneys  8  oz.     Capsule  adherent,  surface  granular. 

Microscopically,  the  bronchial  growth  was  found  to  be  a  carcinoma 
consisting  of  large  cells  with  large,  deeply-stained  nuclei  embedded 
in  a  fibrous  stroma  forming  a  hard  mass,  so  that  it  should  be  con- 
sidered a  glandular  scirrhus.  The  growth  surrounded  and  severely 
compressed  the  right  bronchus,  which  it  almost  occluded,  but  it 
was  not  definitely  invaded.  The  bronchial  glands,  and  possibly 
also  some  of  the  adjacent  lung-tissue,  were  the  seat  of  the  growth. 
It  appeared  that  the  growth  had  originated  in  the  mass  by  the 
bronchus,  and  that  the  left  lung  and  the  cervical  glands  were 
involved  secondarily.     As  far  as  it  was  possible  to  judge,  the  growth 
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originated  in  the  lymphatic  gland,  but  one  could  not  be  absolutely 
certain  that  this  was  the  case,  as  the  lung  might  have  been  the 
starting-point.  Although  primary  carcinomata  of  the  lymphatic 
glands  are  described,  it  is  a  priori  more  probable  that  carcinoma 
has  originated  in  epiblastic  structures.  Still,  such  a  case  as  the 
present  is  some  evidence  in  favour  of  a  primary  seat  in  the  glands, 
as  there  were  physical  signs  of  compression  of  the  bronchus  for 
nearly  six  months  before  her  death,  and  the  nodules  in  the  opposite 
lung  were  very  small.  Without,  however,  insisting  upon  this,  I 
record  the  case  as  an  example  of  primary  growth  commencing 
below  the  bifurcation  of  the  trachea. 

The  secondary  involvement  of  bronchial  glands  by  malignant 
growths  originating  in  other  parts  of  the  body  are  frequently  met 
with,  but  I  am  desirous  of  drawing  attention  to  cases  such  as  those 
I  am  bringing  before  you  this  evening,  where  the  primary  growth 
is  in  the  bronchial  glands  or  immediately  adjacent  thereto. 

Scarcely  any  allusion  in  text-books  is  made  to  primary  growths 
in  the  glands,  and  but  few  cases  are  recorded,  yet  they  cannot  be  so 
very  rare,  as  I  have  myself  met  with  three  cases ;  and  I  have  at  the 
present  time  a  man  under  observation  in  whom  I  can  find  evidence 
of  nothing  beyond  signs  of  pressure  on  one  bronchus,  with  a 
bleeding  surface  in  the  respiratory  tract,  probably  at  the  same 
spot.     I  have  now  watched  this  case  for  over  a  year. 

These  growths,  starting  in  the  bronchial  glands,  seem  to  progress 
but  slowly,  in  one  of  my  cases  being  found  accidentally,  and  the 
other  patient,  after  being  five  months  in  the  hospital,  died  with 
double  hydrothorax.  May  15th,  1888. 


7.  Primary  cancer  of  pleura. 
By  G.  N.  Pitt,  M.D. 


Sarah  P — ,  aged  61,  admitted  December  3rd,  1887,  under  Dr. 
Goodhart.  One  year  ago  she  caught  cold,  she  has  since  had 
cough,  shortness  of  breath,  and  pain  in  the  left  side  ;  the  pain  has 
persisted,  and  the  cough  is  troublesome. 

On  admission,  the  patient  was  very  thin  ;  she  has  clubbed  fingers  ; 
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the  right  hand  is  livid,  cold  and  clammy  ;  pulsation  in  vessels  equal 
on  the  two  sides.  The  circumfereuce  of  the  right  chest  is  fourteen 
and  a  quarter  inches,  of  the  left  thirteen  inches.  There  is  deficient 
movement  of  the  left  side,  with  tenderness  in  the  axilla,  and  in- 
creased pain  when  the  arm  is  raised ;  dulness  all  over,  extending  to 
margin  of  sternum ;  breath-sounds  scarcely  audible,  only  a  few 
rales  and  rhonchi  after  coughing,  with  distant  cracklings  in  the 
axilla.  Tactile  vocal  fremitus  much  diminished  ;  cegophony  behind. 
On  the  right  side  the  chest  is  resonant,  T.  V.  F.  normal,  breathing 
supplementary,  with  a  few  rales  at  the  base.  Heart's  impulse  in 
fourth  space,  one  inch  inside  nipple,  sounds  normal.  Pulse  88. 
Other  viscera  normal. 

December  7th. — A  syringeful  of  blood-stained  serum  withdrawn 
1  >y  a  puncture  in  eighth  left  space. 

11th. — On  waking,  patient  had  a  difficulty  in  articulating  and 
swallowing.     Left  arm  is  powerless. 

12th. — Right  pupil  larger  than  left ;  left  facial  paralysis.  Left 
arm  very  weak.  No  impairment  of  power  in  leg.  Impaired  sensa- 
tion in  left  hand. 

22nd. — Patient  is  dull  and  slow  of  apprehension.  The  left  hand 
is  quite  powerless  now.  She  passes  everything  under  her.  An 
attempt  to  aspirate  the  left  chest  failed. 

January  8th. — Severe  dysphagia. 

11th. — She  has  wasted  greatly  since  admission.  To-day  she  is 
lying  on  her  back,  groaning  incessantly  ;  she  pays  no  attention  to 
anything  ;  dysphagia.  Paralysis  of  right  arm  and  hand  to-day  ;  she 
can  still  move  her  legs.     She  died  at  midnight. 

Post-mortem. — Body  very  emaciated. 

Brain  44  oz.  A  decolourised  clot  in  right  middle  cerebral  artery, 
Avithout  any  definite  softening.  The  vessel  was  blocked  beyond  the 
origin  of  the  branches  to  the  capsules  and  the  third  frontal  convo- 
lution. There  was  26  oz.  of  blood-stained  serum  without  any 
lymph  or  clot  in  the  left  pleura. 

The  left  lung  was  airless,  pigmented,  and  splenized  from  com- 
pression, being  firmly  adherent  by  growth  to  the  wall  of  the  chest 
buth  behind  and  above ;  elsewhere  it  was  quite  free.  The  lung  did 
not  extend  below  the  fifth  rib  behind ;  the  visceral  pleura  over  the 
front  of  the  lung  looked  healthy,  it  was  not  thickened,  rough,  or 
opaque. 

The  costal  pleura  was  dense,  opaque,  and  white,  one  fifteenth  of 
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an  inch  thick,  with  numerous  small,  oval,  and  circular  depressions 
due  to  contraction  (similar  to  what  is  seen  with  a  dense  capsulitis 
of  the  liver).  The  whole  of  the  left  pleura  lining  the  ribs  was  uni- 
formly invaded  bv  growth,  and  formed  a  dense  sheath.  The  pleura 
on  the  posterior  surface  of  the  lung  was  a  dense  fibroid  mass,  one 
third  to  one  fourth  of  an  inch  thick,  which  nowhere  showed  any 
signs  of  invading  the  lung-trabeculse,  but  which  extended  up  to 
the  clavicle,  capping  over  the  upper  part  of  the  lung. 

There  were  secondary  growths  in  the  glands  in  the  supra-clavi- 
cular region,  along  the  oesophagus,  between  the  bifurcation  of  the 
trachea,  beneath  the  arch  of  the  aorta,  and  along  the  pericardium. 
There  were  dense  fibroid  masses  of  growth,  one  third  to  one  half 
of  an  inch  across,  in  the  diaphragm.  All  the  growths  were  firm  and 
non-succulent. 

The  growth  partially  constricted  the  aorta  at  the  junction  of  the 
transverse  and  descending  parts,  and  extended  round  the  bronchi 
near  the  trachea  and  round  one  branch  of  the  pulmonary  artery  on 
the  left  side,  but  did  not  invade  the  root  of  the  lung. 

There  were  numerous  small  nodules  of  growth,  one  eighth  to  one 
third  of  an  inch,  on  the  pericardium,  chiefly  on  the  anterior  and 
upper  part,  and  almost  confined  to  the  parietal  layer.  There  were 
5ij  of  blood-stained  serum  in  the  sac.  There  were  small  nodules 
beneath  the  visceral  pericardium  over  the  anterior  wall  of  the  right 
ventricle  and  along  the  right  posterior  auricular- ventricular  fissure. 
The  right  side  of  the  heart  was  otherwise  normal.  The  aortic 
valves  were  not  thickened,  but  from  the  corpus  aurautii  of  each  valve 
projected  small  Avarty  vegetations.  From  two  spots  on  the  left 
mitral  flap  warty  vegetations  projected  on  the  auricular  surface; 
to  one  of  these  was  attached  a  small  recent  clot.  Weight  of  heart 
7  oz. 

On  the  jejunum  there  were  five  minute  (one  twentieth  to  one 
sixth  of  an  inch  across,  and  one-fiftieth  of  an  inch  thick),  creamy- 
white,  encapsulated  secondary  growths  in  the  submucous  tissue. 
They  were  scarcely  palpable,  were  flat,  and  the  largest  showed  a 
villous  surface. 

Liver  32  oz.,  small.  There  were  two  minute  secondary  growths. 
There  were  secondary  growths  in  the  glands  along  the  aorta  and 
iliac  arteries  extending  to  Poupart's  ligament  on  the  left  side,  and 
into  the  groin  on  the  right.  These  were  numerous  but  not  large, 
and  had  been  infected  from  the  thorax  by  contiguity. 
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Spleen  2|  oz.,  healthy  ;  kidneys  7  oz. ;  two  small  nodules  in  the 
right  kidney. 

There  was  well-marked  lateral  curvature  of  the  spine  concave  to 
the  left,  the  concavity  being  most  marked  about  the  first  dorsal, 
and  extending  to  the  fifth,  or  beyond.  There  was  a  slight  diffuse 
curve,  beyond  this,  concave  to  the  right,  and  at  the  last  lumbar 
vertebra  and  sacrum  a  marked  concavity  to  the  left. 

The  outer  condyle  of  the  left  knee  was  quite  bare  of  cartilage, 
except  one  third  of  an  inch  at  its  inferior  margin.  The  patella, 
except  round  the  margin,  was  bare ;  the  right  knee-joint  grated  on 
movement.     The  great-toe  joints  were  healthy. 

The  thoracic  muscles  were  not  infiltrated  with  growth.  The 
veins  and  arteries  of  the  right  upper  extremity  were  normal,  and 
nothing  abnormal  was  noticed  in  the  brachial  plexus,  so  far  as  it 
was  examined,  to  account  for  the  marked  lividity  and  coldness  of 
the  hand  during  life. 

Microscopically,  the  growth  shows  a  fibrous  stroma  with  many 
spindle-  and  round-cell  nuclei  containing  elongated  alveoli  lined, 
some  by  cylindrical  celled  epithelium,  others  by  glandular  epithe- 
lium, and  in  some  there  are  columns  of  cells  with  large  nuclei.  The 
thickened  pleura  consists  of  malignant  growths  with  a  thin  layer  of 
parallel  bundles  of  fibrous  tissue  with  elongated  nuclei  on  the  sur- 
face. In  some  sections  there  is  a  doubt  whether  the  growth  ought 
to  be  called  a  cylindrical-celled  epithelioma  or  not,  but  the  growths 
in  the  right  lung  are  quite  definite,  and  there  are  numbers  of  tubes 
lined  by  a  very  elongated  cylindrical  epithelium  arranged  charac- 
teristically. 

The  small  submucous  nodules  in  the  duodenum  when  examined 
microscopically  contain  growth,  but  they  are  so  minute  and 
localised  that  they  must  be  considered  to  be  secondary  ;  more- 
over, they  are  contained  in  well-defined  fibrous  capsules ;  nowhere 
do  they  infiltrate  the  adjacent  tissues,  or  invade  the  mucous 
layer. 

The  costal  pleura  presented  a  very  remarkable  appearance, 
forming  a  thin  uniform  sheet  of  growth  lining  the  chest  wall;  it 
was  dense,  and  had  by  its  shrinkage  formed  numerous  small  lacunar 
such  as  are  not  uncommon  with  perihepatitis.  The  appearances 
presented  in  the  post-mortem  room  of  a  uniform  dense  infiltration 
of  the  whole  of  the  parietal  pleura  by  growth  pointed  very  strongly 
to  its  being  the  primary  seat  whence  the  disease  had  spread  over 
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the  apex  of  the  lung.  The  masses  of  growth  in  the  anterior  medias- 
tinum and  in  the  abdomen  appeared  to  be  secondary  growths  in  the 
glands,  and  a  chain  of  infected  glands  could  be  traced  from  the 
groin  up  the  aorta  to  the  pleura.  The  visceral  layer  of  the  pleura 
was  quite  healthy  over  the  left  lung,  except  at  the  apex.  The 
growth  on  the  surface  of  the  lung  did  not  affect  the  root  but 
rather  the  apex,  and  had  not  spread  inwards ;  it  did  not  appear  to 
be  the  primary  growth. 

Every  portion  of  the  body  was  carefully  searched  for  the  primary 
source,  and  it  appeared  conclusive  at  the  post-mortem  that  the 
pleura  was  the  primary  seat.  When  on  microscopical  examination 
the  growth  was  found  to  be  a  cylindrical-celled  epithelioma  it  was 
strongly  suggestive  of  a  primary  growth  elsewhere ;  the  only 
possible  sources  were : 

1.  The  submucous  growths  in  the  duodenum.  These  were  very 
small  flat  multiple  encapsulated  plaques  nowhere  invading  adjacent 
tissues,  and  were  unquestionably  secondary. 

2.  The  mucous  glands  of  the  bronchi.  The  growth  did  not 
invade  the  root  of  the  lung,  while  the  growth  at  the  apex  of  the 
left  lung,  and  the  small  nodules  in  the  right,  were  quite  superficial, 
and  did  not  affect  any  bronchi  so  far  as  one  could  judge. 

While,  therefore,  the  result  of  the  naked-eye  examination  was 
opposed  to  these  being  the  primary  source,  it  could  not  be  posi- 
tively excluded. 

The  history  of  persistent  left-sided  pain  for  one  year  was  most 
definite,  and  both  this  and  the  remarkable  cuirass  condition  of  one 
layer  of  the  pleura  might  be  explained  by  a  primary  cancerous 
degeneration,  all  the  other  growths  in  the  body  being  such  as  are 
often  found  as  secondary  results. 

As  our  knowledge  on  the  subject  is  extremely  scanty  it  seemed 
desirable  that  the  case  should  be  recorded  as  a  contribution  toward  * 
the  subject. 

Primary  cancer  of  the  pleura  is  very  rare,  but  few  undoubted 
cases  have  been  recorded,  and  as  to  the  microscopical  character  of 
such  growths  I  have  been  able  to  learn  hardly  anything. 

Lepine,  in  '  Bull,  de  la  Societe  Anatomique,'  1869,  reports  a  case, 
but  it  is  by  no  means  conclusive,  of  a  child,  aged  10,  who  was  ill 
three  months  with  cough  and  dyspnoea.  The  right  chest  was  dull 
and  there  was  deficient  breathing.  Post  mortem  there  was  found 
carcinoma  of  the  pleura  invading  also  the  lung. 
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Dutil,  in  '  Gaz.  med.  de  Paris,'  reports  a  case  of  primary  cancer 
of  pleura  and  pericardium. 

Dieulafoy,  in  '  Soc.  med.  des  hop.,'  1886,  reports  a  case  of  primary 
cancer  of  the  diaphragmatic  pleura  with  growths  in  the  left  lung, 
liver,  vertebrae,  &c,  in  a  man,  aged  23,  who  for  some  years  had 
violent  pains  in  his  chest,  and  was  tapped  for  haemorrhagic  pleuritic 
effusion  twenty-five  times  before  his  death.  May  15th,  1888. 


8.  Pulmonary  endarteritis. 

By  George  F.  Crooke,  M.D. 

[With  Plate  VI.] 


The  specimens  I  have  brought  with  me  were  taken  from  a  patient 
admitted  into  the  General  Hospital  in  November,  1886,  under 
the  care  of  Sir  W.  Foster,  by  whose  kind  permission  I  am  able  to 
exhibit  them  to  the  Society  to-night. 

Clinical  history. — The  following  is  an  epitome  of  the  leading 
facts  of  the  clinical  history  of  the  case,  taken  by  Dr.  Stacey  Wilson, 
then  resident  medical  officer  : — The  patient,  a  man  aged  34,  was  a 
printing-ink  maker  by  trade.  His  family  history  is  unimportant. 
Eegarding  his  previous  history,  he  had  scarlet  fever  when  a  child, 
but  afterwards  remained  in  pretty  good  health  till  five  years  ago, 
when  an  attack  of  rheumatism  in  his  right  shoulder  confined  him 
to  the  house  for  a  week.  His  circumstances  were  fairly  comfort- 
able, and  his  occupation  by  no  means  laborious.  There  was  no 
history  of  syphilis. 

History  of  present  illness. — His  present  illness,  which  dates  about 
eighteen  months  previous  to  his  admission,  commenced  with  short- 
ness of  breath  on  exertion,  and  pains  in  his  left  side  and  back. 
During  the  first  half  of  this  period  he  continued  at  his  work,  but 
shortly  afterwards  he  was  obliged  to  give  it  up  entirely  and  take 
to  his  bed  for  some  days  on  account  of  his  symptoms  becoming 
gradually  worse.  From  this  time  he  was  more  or  less  constantly 
under  medical  treatment,  both  privately,  and  also  as  an  out-patient 
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at  two  metropolitan  hospitals,  obtaining,  however,  only  temporary 
relief.  On  October  12th,  i.  e.  about  three  weeks  before  admission, 
he  removed  from  London  to  Birmingham,  and  feeling  himself 
worse,  became  at  once  an  out-patient  at  the  General  Hospital,  and 
was  sent  for  admission  on  November  1st. 

Condition  on  admission. — The  patient  was  a  well-built  man,  but 
short  in  stature.  He  complained  of  shortness  of  breath,  pain  and 
fulness  in  his  abdomen,  and  swelling  of  face  and  legs.  His  tem- 
perature was  98°,  pulse  84,  regular  but  rather  hard,  and  there  was 
oedema  of  both  legs  below  the  knees. 

Circulatory  system. — The  cardiac  impulse  was  felt  in  the  fifth 
interspace,  three  quarters  of  an  inch  external  to  nipple  line,  and  a 
loud  systolic  bruit  was  heard  over  both  mitral  and  tricuspid  areas, 
transmitted  to  the  axillae  ;  heard  also,  though  not  so  distinctly, 
over  the  aorta,  but  not  over  the  pulmonary  area.  Pulmonary 
second  sound  much  accentuated. 

Respiratory  system. — Regarding  the  respiratory  system  there  was 
no  dulness,  but  the  breath-sounds  were  high  pitched  and  of  a 
wheezing  character,  and  there  were  a  few  moist  rales  heard  at  the 
bases. 

Urine  diminished  in  quantity,  of  a  deep  orange  colour,  contains 
albumen.  Five  days  later  the  report  on  the  urinary  chart  says  : 
"  Urine  deep  orange  colour,  turbid,  with  lithates,  1011  sp.  gr. ;  quite 
a  thick  cloud  of  albumen  ;  no  blood  or  sugar ;  the  microscope  shows 
a  few  leucocytes,  an  occasional  hyaline  cast,  and  some  spheroidal 
epithelial  cells,  probably  renal." 

Alimentary  system. — Appetite  often  ravenous,  complains  of  great 
thirst.  Tongue  dry,  but  not  furred.  Abdomen  full  and  tympa- 
nitic ;  there  is  no  ascites  or  enlargement  of  the  liver.  On  the 
evening  of  the  10th  he  was  not  so  well,  became  very  restless,  and 
said  he  felt  as  if  he  were  being  suffocated.     Death  occurred  at  9  p.m. 

Necropsy  fourteen  hours  after  death. — A  well-developed  and  well- 
nourished  subject,  with  livid  swollen  features  and  some  oedema  of 
the  legs  and  feet. 

Pericardium  distended  with  14  oz.  of  clear  yellow  serum. 

Eight  heart  much  distended,  with  post-mortem  coagula.  The 
rio-ht  ventricle  much  dilated  and  walls  hypertrophied,  measuring 
two-fifths  of  an  inch  in  thickness;  tricuspid  orifice  dilated,  but  valves 
normal.  The  conus  arteriosus  of  the  pulmonary  artery  as  well  as 
the  artery  itself,  large  and  prominent ;  pulmonary  orifice  large ;  no 
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valve  lesions  ;  there  was  dark,  loose  post-mortem  thrombus  occupying 
both  the  main  trunk  as  well  as  the  two  branches  of  the  artery. 
The  arterial  wall  was  much  thickened  and  hypertrophied  and 
somewhat  rigid,  ecpualling  in  this  respect  the  aorta,  but  there  was 
no  disease  of  the  inner  lining  outside  its  distribution  in  the  lungs. 

The  left  auricle  was  much  dilated,  its  walls  hypertrophied,  and 
its  endocardial  lining  opacpue  and  thickened.  The  mitral  orifice 
was  narrowed  but  the  valve  looked  healthy,  and  there  were  no 
evidences  either  of  former  or  recent  endocarditis  ;  the  stenosis 
must  therefore  be  regarded  as  congenital.  Left  ventricle  slightly 
thickened,  but  its  hypertrophy  is  quite  insignificant  relatively  to  that 
of  the  right  ventricle. 

Lungs  bulky  and  not  collapsed.  On  section  the  most  striking 
appearances  were  presented  by  the  medium-sized  and  smaller 
branches  of  the  pulmonary  artery,  which  stood  out  rigid  and  patent, 
like  so  many  quills,  and  resembled  at  first  sight  thickened  and 
dilated  bronchial  tubes.  On  following  out  some  of  the  larger 
dilated  branches  near  the  root  of  the  lung  the  internal  coat  was 
found  to  be  the  seat  of  nodose  patches  of  endarteritis  and  atheroma. 
No  distinct  calcareous  plates  or  spicules  were  met  with,  but  the 
intima  was  roughened  and  uneven,  and  the  seat  of  thickenings,  that 
here  and  there  were  of  a  yellowish  colour  and  undergoing  degene- 
rative changes.  Of  the  branches  of  medium  calibre  some  were 
thickened,  others  irregularly  thinned  and  dilated,  and  the  intima 
on  both  was  affected  with  endarteritis.  The  smallest  branches 
appeared  as  minute  thrombosed  points  in  the  midst  of  little  patches 
of  greyish  pigmented  fibrous  tissue. 

Eegarding  the  lung-texture  itself  it  was  intensely  hypersemic  and 
dry-looking  except  at  the  bases,  which  were  moderately  cedematous. 
The  systemic  arteries — brachials,  radials,  and  femorals — looked 
thickened,  but  there  was  no  atheromatous  change  discoverable. 
Thoracic  and  abdominal  aorta  normal.  Cerebral  arteries  at  the 
base  of  the  brain  likewise  appeared  a  little  thicker  than  normal, 
but  so  far  as  the  naked  eye  could  detect,  they  were  neither  athero- 
matous nor  fatty.     There  was  much  cerebral  venous  congestion. 

Abdominal  viscera :  23  oz.  of  serum  in  the  peritoneal  cavity. 
Liver  57  oz. ;  surface  uneven,  granular ;  capsule  thickened.  On 
section  the  appearances  were  those  of  advanced  atrophic  nutmeg 
liver.  Spleen  6  oz.,  firm  and  congested.  Kidneys  11  oz. ;  caj)sules 
slightly  adherent ;  organs  indurated  and  intensely  cyanotic. 
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Microscopic  examination  of  the  kings  revealed  the  following 
conditions : 

(1)  Dilatation  of  the  larger  and  medium-sized  pulmonary 
arteries,  much  hypertrophy  of  the  muscular  coat,  and  bulgings  of 
the  intima  caused  by  endarteritis  and  hyaline  swelliug,  with  fatty 
degeneration  of  the  subendothelial  connective-tissue  cells.  Tbe 
ground  substance  of  the  swelling  resembled  hyaline  fibroid  material, 
i.  e.  consisted  of  a  partly  homogeneous  and  partly  fibrillated 
structure,  in  which  branched,  spindle-shaped,  and  a  few  round- 
cells  were  embedded.  Osinic  acid  preparations  showed  the  former 
to  be  undergoing  granulo-fatty  degeneration  (Plate  VI,  fig.  2). 

(2)  The  smaller  branches,  viz.  those  distributed  probably  to 
individual  pulmonary  lobules,  are  affected  with  an  obliterative 
endarteritis.1  The  periarterial  fibrous  tissue  is  sometimes  exten- 
sively infiltrated  with  small  round-cells,  leucocytes,  and  lymphoid 
cells  (fig.  3)  ;  sometimes  it  is  seen  to  be  much  thickened  and  pig- 
mented, and  there  is  marked  collateral  hyperaemia  of  the  venules 
around. 

(3)  The  pulmonary  veins  are  dilated,  and  there  is  great  and 
general  ectasis  and  engorgement  of  the  pulmonary  capillaries 
throughout  the  lung. 

Remarks. — Pulmonary  endarteritis  is  a  rare  affection,  and  its 
etiology  is  by  no  means  a  settled  cmestion.  Thickening  and  dila- 
tation of  the  pulmonary  artery  in  mitral  stenosis  and  right-sided 
hypertrophy  is  mentioned  by  Wilks  and  Moxon  in  their  "  Patho- 
logical Anatomy,'  but  modern  text-books  are  mostly  silent  on  the 
subject.  Individual  cases  of  pulmonary  atheroma  and  endarteritis 
have  been  brought  before  the  Society's  notice  by  Drs.  Wilks,1 
Bristowe,2  Conway  Evans,3  and  Sidney  Coupland,4  in  which  the 
naked-eye  appearances  of  the  larger  and  medium-sized  branches 
have  been  particularly  described.  From  his  description,  Dr. 
Conway  Evans's  case  bears  a  very  close  resemblance  to  the  one  now 
under  discussion.  The  stenosis,  though  much  more  marked  than  in 
this  case,  was  evidently  congenital,  and  the^e  was  considerable 
right-sided  hypertrophy  of  the  heart.  He  formulates  from  his 
case  the  following  ingenious  argument  to  explain  the  causation  of 

1  This  form  of  endarteritis  is  quite  different  from  that  striking  variety  which 
the  writer  has  seen  in  syphilitic  fibroid  disease  of  the  lungs,  where  the  cell-pro- 
liferation is  quite  a  predominant  feature. 

2  Vol.  xii.  3  Vol.  xi.  *  Vol.  xvii.  h  Vol.  x.vvi. 


DESCRIPTION  OF  PLATE  VI. 

To  illustrate  Dr.  G.  F.  Crooke's  paper  on  Pulmonary  Endarte- 
ritis.    (Page  61.) 

From  drawings  by  Mr.  E.  Teichlemann. 

Fig.  1. — A  part  of  a  larger  branch  of  a  pulmonary  artery  showing  a  nodose 
elevation  of  the  intima.  a.  Consisting  of  hyaline  fibroid  swelling  in  which  are 
embedded  spindle-shaped  cells,  b.  Tunica  muscularis  thickened,  c.  Patch  of 
blood  extravasation  in  d,  the  adventitia  or  periarterial  fibrous  sheath.  Drawn 
under  Hartnack,  obj.  2,  oc.  3.     (35  diam.) 

FlG.  2. — Longitudinal  section  of  a  medium-sized  pulmonary  artery. 

a.  Thickened  intima  consisting  of  a  hyaline  fibroid  ground  substance  in 
which  are  contained  branched  (e1)  spindle-  and  rouud-cells  undergoing 
fatty  degeneration,  e2  and  e3. — Masses  of  cells  fused  together,  under- 
going fatty  degeneration,  f.  Oil-globules,  free  in  the  ground  substauce, 
resulting  from  degenerated  cells. 

I.  Elastic  lamina. 

c.  Tunica  muscularis. 

d.  Tunica  adventitia. 

Osmic  acid  preparation.     Drawn  under  Hartnack,  obj.  7,  oc.  3.     (270  diam.) 

Fig.  3.  A  pulmonary  arteriole  affected  with  obliterative  endarteritis. 

a.  Hyaline  thickening  of  the  intima  almost  obliterating  the  lumen. 

b.  Tunica  muscularis,  increase  of  muscle  nuclei. 

c.  Adventitia  infiltrated  with  small  round-cells. 

d.  Dilated  capillaries. 

e.  e.  Pulmonary  alveoli. 

/.  Small-celled  infiltration  around  g,  dilated  and  engorged  vessels  and 

capillaries. 
h.  Pigment  masses  (carbonaceous)  in  the  plasm  spaces  of  the  perivascular 
connective  tissue. 
Drawn  under  Hartnack,  obj.  4,  oc.  3,  tube  half  out.     (100  diam.) 
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tbe  lesion.  First  of  all,  in  consequence  of  the  mitral  stenosis, 
a  compensatory  right-sided  hypertrophy  develops,  which  is  sufficient 
up  to  a  certain  point  to  maintain  the  balance  of  the  circulation. 
As  the  heart  grows  in  accordance  with  the  needs  and  requirements 
of  the  organism  the  equilibrium  is  disturbed,  and  as  a  consequence 
increased  tension  is  thrown  on  the  pulmonary  circulation.  Lastly, 
as  effects  of  continuous  and  increased  blood-pressure  in  the  pul- 
monary artery,  nutritive  changes  are  set  up  in  the  walls,  resulting 
in  tbickening  and  degeneration  of  the  intima. 

Now,  even  if  tbis  argument  be  regarded  as  not  satisfactorily 
explaining  pulmonary  endarteritis  in  general,  there  is  so  much  in 
it  that  is  applicable  to  the  case  it  is  intended  to  illustrate,  tbat  I 
am  constrained  to  adopt  it  in  a  great  measure  for  my  own. 

Prof.  Purser,  of  Dublin,  has  observed  pulmonary  endarteritis  and 
atheroma  in  cases  of  mitral  stenosis,  and  teaches  that  the  con- 
tinuously increased  blood-pressure  in  tbe  pulmonary  artery  stands 
in  an  intimately  causal  relation  to  the  lesion.  The  only  novelty  I 
have  to  advance  consists  in  the  histological  investigation  of  the 
lungs  and  pulmonary  artery,  which  appears  to  show  that  the  lesion 
begins  at  the  periphery  and  spreads  towards  the  large  trunks  of 
the  artery.  Secondly,  as  in  most  cases  of  brown  induration  of  the 
lungs,  so  in  this,  there  is  to  be  observed  a  general  thickening  of 
tbe  fibrous  connective  tissue  in  tbe  lung,  especially  around  tbe 
pulmonary  artery  and  arterioles,  where  there  is  much  small-celled 
infiltration  to  be  occasionally  noticed.  Then  also  the  extensive 
blood  extravasation  in  the  periarterial  fibrous  tissue  around  the 
larger  branches,  usually  between  the  artery  and  bronchus,  is 
another  feature  that  should  not  escape  notice.  I  would  suggest, 
therefore,  that  the  pulmonary  endarteritis  and  atheroma  in  this 
case  was  produced  by  the  combined  effect  of  two  causes,  viz.  (1) 
increased  blood-pressure  from  within  ;  (2)  periarterial  thickening1 
and  infiltration  from  without,  probably  interfering  with  the  proper 
nutrient  supply  to  the  vessel  from  its  vasa  vasorum. 

In  acquired  stenosis  of  the  mitral  it  must  be  admitted  that 
actual  endarteritis  and  atheroma  of  the  pulmonary  artery  is  very 
rarely  observed.  The  writer  has  noticed  in  several  cases  general 
dilatation  of  the  artery  and  yellow  patches  of  simply  fatty  degene- 
ration of  the  intima,  but  never,  so  far,  those  distinctly  elevated 
nodes  characteristic  of  endarteritis.  February  2\st,  1888. 

1  Vide  paper  on  'Endarteritis'  by  Dr.  R.  Saundby  in  '  Journ.  Anat.  &  I'liys.,'  1881 
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9.  Phthisical   cavity  with  pneumothorax  in  an   infant  of  six 

'months. 

By  J.  A.  Okmerod,  M.D. 

The  patient,  a  female  child  aged  6  months,  was  admitted  to  St. 
Bartholomew's,  care  of  Dr.  Gee,  for  diarrhoea  and  marasmus. 
Five  days  afterwards  it  had  a  sudden  attack  in  which  its  hands 
became  contracted,  it  became  blue,  and  gasped  for  breath.  Ou 
examination  of  its  chest  no  dulness  was  found ;  rales  were  heard 
all  over  the  chest.     It  died  seven  hours  later. 

Post  mortem,  the  right  lung  was  found  to  be  collapsed,  and  lying 
far  from  the  chest  wall  close  against  the  vertebral  column.  The 
pleura  contained  about  half  a  drachm  of  thick  pus,  but  this  must 
have  come  from  the  perforation,  as  there  was  no  sign  of  inflamma- 
tion of  the  pleura.  The  lower  lobe  was  simply  collapsed.  The 
middle  lobe  was  solid,  and  externally  presented  a  dark  red  spot  in 
which  was  an  opening  the  size  of  a  crow-quill.  A  probe  passed 
into  the  bronchus  came  out  easily  through  this  opening.  On 
section  a  cavity  was  found  about  the  size  of  a  marble,  with  a  fairly 
defined  wall,  on  which  was  flaky  pus.  There  was  some  reddish 
thick  fluid  in  the  cavity.  Across  it  ran  a  whitish  cord  which  on 
section  was  found  to  be  a  nearly  obliterated  vessel.  This  middle 
lobe  contained  grey  tubercle,  and  also  larger  yellowish  spots  appa- 
rently filling  the  lobules.  The  upper  lobe  showed  patchy  emphysema 
and  collapse.  The  bronchial  glands  of  that  side  were  enlarged  and 
yellowish,  and  were  found  to  contain  tubercle  bacilli. 

The  left  lung  was  partially  collapsed,  but  not  nearly  so  com- 
pletely as  the  right. 

Except  for  one  or  two  small  spots  of  tubercle  in  the  spleen,  the 
remaining  viscera  were  normal. 

The  mother  of  the  child  was  phthisical. 

January  '3rd,  1888. 


III.     DISEASES,   ETC.,   OF   THE   ORGANS   OE 
CIRCULATION. 

1.   Two  cases  of  malformation  of  the  heart. 
By  H.  Montague  Murray,  M.D. 

Case  1.  Patent  ductus  arteriosus  in  a  woman  aged  36,  dying 
of  malignant  endocarditis.  —  M.  S.  H — ,  mantle  maker. 
Delicate  all  her  life,  but  never  cyanosed.  Had  rheumatic  fever  ten 
years  ago.  Began  to  lose  flesh  March,  1887.  Gave  up  work  in 
May.  Admitted  into  Charing  Cross  Hospital  under  Dr.  Green  in 
September. 

On  admission,  heart  was  found  to  be  hypertrophied  and  dilated. 
There  was  a  systolic  thrill  over  pulmonary  cartilage,  and  a  loud, 
harsh,  grating  systolic  murmur  to  be  heard  all  over  cardiac  area, 
but  nowhere  so  loud  as  at  pulmonary  cartilage.  Some  of  those  who 
examined  her  maintained  that  a  faint  diastolic  thrill  and  murmur 
could  occasionally  be  made  out  over  the  pulmonary  cartilage. 
There  was  some  bronchial  catarrh.  Petechise  soon  appeared,  espe- 
cially in  the  extremities,  together  with  hectic  fever.  Attacks  of 
profuse  temporary  albuminuria  and  of  temporary  splenic  enlarge- 
ment followed.  Patient  rapidly  wasted  and  died  in  December,  1887. 
There  had  been  neither  cyanosis  or  clubbing  of  finger  ends. 

Post-mortem  examination. 

Pericardium  :  Opacpue  patches  scattered  over  ventricles  and  right 
auricle. 

Eight  auricle  normal. 

Eight  ventricle  :  Eecent  vegetations  on  free  borders  of  tricuspid 
valve.  Pulmonary  orifice  dilated,  valves  large  and  competent. 
Oval  mass  of  vegetations,  \\  x  1  in.,  on  the  upper  aspect  of  artery, 
beginning  half  an  inch  beyond  attachment  of  valves.  Just  beyond 
the  further  end  of  this  the  pulmonary  artery  communicates  with 
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the  aorta  by  means  of  a  passage  £  in-  long  on  the  right  side  and 
considerably  less  on  the  left.  The  passage  is,  in  shape,  that  of  a 
short  truncated  cone,  with  base  towards  aorta.  It  just  admits  an 
ordinary  quill.     The  wall  of  the  aortic  side  is  calcified. 

Left  auricle  :  Lining  membrane  roughened. 

Left  ventricle :  Vegetations  on  attached  borders  of  mitral  valves 
and  on  free  borders  of  aortic  valves. 

Interventricular  septum  :  "  Undefended  space  "  thin  and  trans- 
parent. Weight  of  heart  18  oz.  Hypertrophy  general,  but  most 
marked  on  left  side. 

Liver  fatty,  cicatrised  infarcts  in  spleen  and  kidney.  Other 
organs  normal. 

This  case  presents  two  points  of  interest,  the  i-arity  of  the  mal- 
formation in  those  reaching  adult  life,  and  the  apparent  course  of 
the  blood  stream. 

Mr.  Walsham  has  described  a  very  similar  case  in  the  'Trans- 
actions' of  this  Society  (vol.  xxviii),  and  at  the  same  time  referred 
to  one  reported  by  Dr.  Fagge.  The  case  resembles  Mr.  Walsham's 
in  the  absence  of  any  excessive  hypertrophy  of  the  right  ventricle, 
and  Dr.  Fagge's  in  the  distinct  dilatation  at  the  commencement  of 
the  pulmonary  artery.  In  Dr.  Fagge's  case  there  was  marked 
hypertrophy  of  right  ventricle.  Regarding  the  course  of  the  circu- 
lation, the  evidence  at  our  disposal  points  to  the  flow  of  blood  having 
taken  place  from  the  aorta  into  the  pulmonary  artery  (1),  because 
the  large  mass  of  vegetations  is  situate  in  the  pulmonary  artery,  and 
this  would  probably  be  formed  in  the  eddy  at  the  meeting-poiut 
of  the  streams ;  (2)  because  the  pulmonary  artery  is  dilated;  (3) 
because  there  was  no  evidence  during  life  that  any  venous  blood 
entered  the  systemic  circulation  ;  and  (4)  because  the  murmur  was 
heard  most  distinctly  over  the  pulmonary  cartilage.  The  absence 
of  any  great  hypertrophy  of  the  right  ventricle  shows  that,  at  any 
rate  before  the  onset  of  the  malignant  endocarditis,  it  had  no  great 
difficulty  in  emptying  itself  into  the  pulmonary  artery,  and  probably, 
therefore,  the  intermingling  of  the  two  streams  was  slight.  The 
condition  of  the  heart  does  not  suggest  any  cause  for  the  patency 
of  the  ductus  arteriosus. 

Case  2.  Aorta  arising  from  both  ventricles;  interventricular 
septum  incomplete ;  stenosis  of  pulmonary  artery  ;  phthisis ;  tuber- 
cular meningitis. — M.  N — ,  a  general  servant,  aged  20.     No  family 
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history  of  heart  disease  or  phthisis.  Excepting  slight  breathless- 
ness,  was  quite  well  until  twenty-one  years  of  age.  Then  had 
rheumatism  for  six  months.  The  exact  nature  of  this  attack,  and 
whether  it  was  accompanied  by  endocai'ditis,  is  uncertain  ;  but 
since  the  attack  she  had  never  been  well.  During  the  five  years 
that  intervened  between  the  rheumatism  and  her  death,  she 
suffered  from  frequent  attacks  of  palpitation,  bronchitis,  cyanosis, 
oedema  of  feet,  and  paucity  of  ui'ine.  In  one  of  the  attacks  it  was 
observed  that  the  cyanosis  persisted  after  the  other  symptoms  had 
been  relieved.  When  she  was  twenty  four,  periodic  attacks  of 
slight  haemoptysis,  with  cough  and  vomiting,  set  in,  and  clubbing  of 
finger  ends  was  noticed.  At  this  time  the  abnormal  physical  signs 
were  :  a  systolic  thrill  at  apex,  a  systolic  murmur  at  apex,  conducted 
into  axilla  and  heard  at  angle  of  scapula  ;  also  a  systolic  murmur  at 
base,  heard  over  aortic  aud  pulmonary  cartilages,  up  great  vessels 
and  down  sternum.  A  soft  diastolic  murmur,  following  second 
sound,  could  also  be  distinguished.  There  were  signs  of  com- 
mencing cavities  at  both  apices.  A  year  later,  just  before  her 
death,  the  diastolic  murmur  was  inaudible,  but  the  other  signs 
persisted.  She  was  under  the  care  of  Dr.  Mitchell  Bruce  at  Charing 
Cross  Hospital,  where  she  died  in  January.  1888,  with  symptoms 
of  meningitis. 

Post-mortem  examination. 

Heart  weighs  13  oz.  Auricles  and  auriculo-ventricular  orifices 
normal,  except  that  there  is  a  fine  fringe  of  vegetations  on  valves 
of  latter. 

Aorta  is  seen  to  arise  from  both  ventricles,  though  principally 
from  left.  Its  commencement  is  three  inches  in  circumference,  but 
the  valves,  though  large,  are  otherwise  normal,  and  an  inch  from 
its  origin  the  aorta  is  of  ordinary  calibre. 

The  interventricular  septum  has  its  concavity  towards  the  left 
ventricle,  though  this  is  not  so  marked  as  in  health,  but  at  the 
upper  part  there  is  a  crescentic  deficiency  corresponding  to  the  origin 
of  the  aorta.  The  free  upper  edge  of  the  septum  is  rounded  and 
made  up  of  muscle  covered  with  endocardium. 

The  infundibulum  is  very  small,  but  widens  a  little  just  before 
the  pulmonary  valves  are  reached.  Here  it  suddenly  terminates  in 
a  dome  with  a  central  opening  in  its  summit,  a  quarter  of  an  inch 
in  diameter.  The  dome  is  composed  of  adherent  pulmonary  valves  ; 
outside  it   are   three  pouches,  corresponding  to  the  agglutinated 
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cusps.  The  rim  of  the  orifice  in  the  summit  of  the  dome  consists 
of  much  harder  and  thicker  tissue  than  the  remaining  portion,  and 
is  uniformly  fringed  with  minute  vegetations.  Beyond  it  the 
pulmonary  artery  is  a  trifle  dilated  but  otherwise  normal.  The 
ventricular  walls  are  of  equal  thickness.  Beth  are  thicker  behind 
thau  in  front,  and  at  the  base  than  at  the  apex. 

Small,  recent,  phthisical  cavities  occupy  both  apices,  and  grey 
granulations  and  caseating  nodules  are  scattered  through  remainder 
of  lungs,  which  were  of  average  size.     Pleural  surfaces  are  adherent. 

Brain  and  membranes  present  usual  characters  of  tubercular 
meningitis. 

The  features  in  this  case  to  which  I  would  draw  attention  are  : 

1.  The  age  of  the  patient.  I  can  only  find  one  similar  case  in 
which  the  patient  exceeded  the  age  of  twenty-six. 

2.  The  apparent  absence  of  cyanosis  until  the  patient  was  twenty- 
one  years  of  age.  With  such  a  degree  of  pulmonary  stenosis,  and 
with  a  second  possible  outlet  for  the  blood  in  the  right  ventricle,  it 
is  difficult  to  understand  how  the  blood  could  have  been  efficiently 
aerated,  and  I  think,  on  the  other  hand,  almost  as  difficult  to 
believe  that  a  girl  of  twenty  should  be  cyanosed,  and  be  uncon- 
scious of  it. 

3.  How  far  were  the  defect  in  the  septum  and  the  stenosis  of 
the  pulmonary  artery  congenital  ?  About  the  septum  there  can  be 
no  shadow  of  doubt.  And  the  comparative  frequency  with  which 
the  two  conditions  are  associated  in  infancy  affoi'ds  a  priori  evidence 
in  favour  of  the  congenital  nature  of  the  latter.  In  Dr.  Peacock's 
book  is  a  drawing  that  would  almost  represent  the  present  case. 
But  even  in  most  of  these  it  is  impossible  absolutely  to  exclude 
endocarditis.  The  safest  hypothesis  in  this  case  is  that  there  was 
some  congenital  stenosis,  that  upon  it  fell  the  brunt  of  the  rheu- 
matic endocarditis,  and  that  thus  the  condition  was  exaggerated. 
The  malformation  is  required  to  account  for  the  smallness  of  the 
infundibulum,  and  for  the  regular  conformation  of  the  adhering 
valves,  while  the  subsequent  disease  explains  the  onset  and  persis- 
tence of  the  cyanosis,  and  the  fringe  of  vegetations  round  the 
opening.  The  cicatricial  tissue  in  the  margin  of  the  dome  may 
have  been  due  to  the  force  with  which  the  blood  was  driven  against 
it,  but  more  likely  to  the  endocarditis,  which  we  know  existed. 

4.  Then,  lastly,  there  is  the  occurrence  of  tuberculosis  in  the 
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course  of  congenital  heart  disease.  This  I  merely  refer  to  as  a 
case  corroborating  Dr.  Percy  Kidd's  recent  remarks  in  the  '  St. 
Bartholomew's  Hospital  Reports.' 

I  have   to  thank  Dr.  Theodore  Williams,  Dr.  Green,  and  Dr. 
Bruce  for  the  use  of  the  clinical  notes  of  these  cases. 

May  1st,  1888. 


2.  Congenital  malformation  of  heart  and  kidneys  ;  obliteration 
of  pulmonary  artery  ;  aorta  arising  from  the  right  ven- 
tricle ;  imperfection  of  septum  ventriculorum ;  lungs  sup- 
plied from  aorta  by  a  targe  ductus  arteriosus  dividing  into 
right  and  left  pulmonary  branches ;  horse-shoe  kidney. 
[Card  specimen.) 

By  S.  Herbert  Habershon,  M.D. 

mHE  subject  of  this  case  was  a  boy,  aged  4  years,  who  first  came 
J_  under  observation  at  the  General  Marylebone  Dispensary  in 
July,  1887.  The  child  had  been  livid  from  its  birth,  and  subject 
to  frequent  pulmonary  attacks.  The  patient  was  small  for  his  age, 
and  presented  the  signs  of  extreme  cyanosis,  with  great  clubbing 
of  the  ends  of  fingers  and  toes.  The  mother  had  never  suffered 
from  rheumatism  nor  rheumatic  fever.  She  states  that  at  about 
the  third  or  fourth  month  of  her  pregnancy  she  was  attended 
from  the  dispensary  for  severe  abdominal  pain,  accompanied  by 
intensely  painful  and  frequent  micturition.  She  was  said  to 
have  inflammation  of  the  bladder,  but  I  cannot  obtain  any  record 
of  the  complaint  or  its  treatment. 

Physical  signs.  — Some  bulging  at  the  lower  part  of  sternum  and 
to  the  right  of  normal  cardiac  area.  Forcible  diffused  cardiac 
impulse,  chiefly  on  the  right  side  of  sternum.  Apex-beat  most 
plainly  visible  about  three  quarters  of  an  inch  below  riarht  nipple. 
Area  of  superficial  cardiac  dulness  was  more  extensive  to  the  right 
of  the  sternum  than  to  the  left,  of  about  normal  limits  on  the  left 
side,  but  extending  as  far  on  the  right  as  the  right  nipple,  and 
upwards  as  high  as  the  third  costal  cartilage  half  an  inch  from  the 
right  sternal  border.  Transverse  dulness  at  this  point  one  inch 
and  nearly  four  inches  at  a  line  joining  the  nipples. 
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No  bruit  could  be  heard  at  any  time,  but  the  first  cardiac  sound 
was  doubled  aud  extremely  forcible,  and  the  second  sound  every- 
where accentuated.  Air  entered  feebly  at  the  extreme  bases  of  the 
lungs. 

The  patient  improved  for  a  time  and  continued  fairly  well  until 
the  autumn,  when  he  contracted  measles.  He  recovered  from  the 
attack,  though  he  was  very  ill  at  the  time.  He  continued  under 
treatment  through  the  winter.  On  March  27th  he  was  suddenly 
seized  with  convulsions,  and  died  comatose  in  the  space  of  half  an 
hour. 

Post-mortem  thirty  hours  after  death. — Heart  larger  than  natural 
for  age  of  patient,  and  transverse  diameter  almost  as  large  as 
vertical.  Right  auricle  enormously  distended,  and  filled  with 
black  fluid  blood.  In  situ,  only  one  vessel  (the  aorta)  could  be  seen 
arising  from  a  central  position. 

On  opening  the  cavities  of  the  heart,  the  right  auricle  is  found 
to  be  dilated  and  thin  walled,  the  vessels  entering  it  normally,  and 
the  foramen  ovale  closed.  A  large  coronary  sinus  opens  into  the 
auricle. 

The  right  auriculo-ventricular  valves  are  healthy  and  competent, 
but  imperfectly  divided  into  two  unequal-sized  curtains. 

The  right  ventricle  is  enlarged  and  its  walls  much  hypertrophied. 
The  aorta  arises  directly  from  the  right  ventricle,  and  is  of  unusually 
large  size.  The  sigmoid  valves  are  very  large  and  loose.  Imme- 
diately below  their  attachment  is  an  imperfection  in  the  base  of 
the  septum  of  size  sufficient  to  admit  the  little  finger.  The  aorta 
must  therefore  during  life  have  received  blood  directly  from  both 
ventricles.  The  left  ventricle  is  of  small  size,  its  walls  hypertro- 
phied, but  not  to  the  same  extent  as  the  right.  There  is  an 
opening  into  it  from  the  left  auricle  through  a  bicuspid  valve, 
normal  in  appearance,  and  a  communication  through  the  enclosed 
septum  with  the  cavity  of  the  right  ventricle  and  with  the  aorta. 
No  vessel  opens  from  the  left  ventricle,  and  there  is  no  trace  of  a 
pulmonary  artery  from  within  the  ventricle. 

The  left  auricle  is  atrophied  and  reduced  to  a  venous  sinus,  into 
which  the  pulmonary  veins  open.  The  left  appendix  auriculae  is 
present,  but  very  small. 

The  aorta  is  of  unusually  large  size.  Immediately  beyond  the 
point  where  the  great  vessels  are  given  off  it  becomes  suddenly 
constricted  to  about  half  its  previous  dimension.     The  lungs  are 
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supplied  from  the  aorta  by  means  of  a  short  trunk  about  a  quarter 
of  an  inch  in  diameter,  which  is  evidently  the  ductus  arteriosus, 
and  divides  into  a  right  and  left  pulmonary  artery.  Joining  the 
right  pulmonary  branch  is  a  vessel  which  can  be  traced  to  the 
heart  to  a  point  on  the  left  of  and  a  little  anterior  to  the  aorta.  It 
is  there  lost  in  the  muscular  wall  of  the  right  ventricle.  It  is  per- 
vious near  the  pulmonary  vessel  and  contains  a  little  fluid  blood, 
but  near  the  heart  it  consists  of  a  fibrous  cord.  The  lungs  are 
congested,  but  there  is  no  collapse. 

Woodcut  1. 


a.  Ductus  arteriosus  dividing  into  right  and  left  pulmonary  vessels. 
b.  Pulmonary  artery  joining  right  pulmonary  branch,  and  im- 
pervious near  the  heart,  c.  Thin-walled  left  auricle,  d.  Left 
auricular  appendage  (atrophied),  e.  Dilated  right  auricle  (laid 
open),    f.  Descending  aorta. 


The  liver  and  spleen  are  large,  firm,  and  congested. 

The  kidneys  are  fused  by  a  band  uniting  them  at  the  lower  part, 
presenting  the  usual  horseshoe  form  of  malformed  kidney.  On 
section  the  band  is  found  to  be  composed  of  kidney  substance,  and 
not  to  be  merely  apparent.     The  right  kidney  is  larger  and  extends 
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higher  than  the  left.  There  is  a  separate  hilus  to  each,  directed 
backwards,  and  each  kidney  has  its  own  ureter  and  vascular 
supply.  The  left  suprarenal  capsule  is  found  to  he  nearly  twice 
the  size  of  the  right. 

Beyond  this  combination  of  malformations,  wbich  is  rare,  the 
only  special  point  of  peculiarity  in  this  case  (which,  though  not 
the  commonest  variety  of  malformation  of  heart,  is  by  no  means 
unusual)  is  the  age  to  which  tbe  patient  survived. 

In  commenting  on  a  case  of  this  kind,  Dr.  Peacock,  in  vol.  xxii, 
p.  85,  of  tbis  Society's  '  Transactions,'  remarks  tbat  tbe  age  of  his 
patient  (two  and  a  quarter  years)  exceeded  the  period  to  which 
children  with  atresia  of  the  pulmonary  artery  usually  survive.  In 
this  case  it  will  be  observed  tbat  the  cbild  attained  the  age  of  four 
years.  In  a  later  case,  however,  and  in  several  others  recorded  in 
his  work  on  malformations  of  the  heart,  the  ages  of  nine,  ten,  and 
thirteen  years  are  mentioned  as  rarities.  May  1st,  1888. 


3.  Fatty  degeneration  oj  the  heart  in  cases  of  abdominal  tumour. 
By  Bedford  Fenwick,  M.D. 

This  specimen  was  removed  by  operation  from  a  patient  who  was 
admitted  into  the  Hospital  for  Women  in  August  last.  Sbe 
was  forty-years  of  age,  had  been  married  twenty-two  years,  and 
bad  bad  five  children  and  one  miscarriage.  The  abdomen  had 
been  considerably  swollen  for  at  least  eighteen  months  before  her 
admission.  On  examination,  it  was  found  uniformly  distended  by 
a  solid  mass  up  to  the  ensiform  cartilage.  The  heart  was  displaced 
upwards,  tbe  apex  beating  on  the  level  of  the  nipple,  and  the 
impulse  being  feeble  and  diffused.  The  cardiac  sounds  were  very 
dull,  especially  tbe  first  sound  over  the  right  ventricle.  The  tumour 
was  removed  with  considerable  difficulty  owing  to  its  size,  solidity, 
and  extensive  adhesions  everywhere  around.  Except  for  vomiting 
and  diarrhoea  at  first,  the  patient  appeared  to  be  doing  well.  The 
wound  healed  by  the  first  intention,  and  the  stitches  were  removed 
on  the  seventh  day.  But  the  pulse,  which  had  been  90  before  the 
operation,  rose  after  it  to  100,  and  then  varied  between  110  and 
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140.     The  temperature  kept  between  99°  F.  and  100°  F.,  but  this 

was  attributed  to  the  sultry  weather.  So  matters  went  on  till  the 
eleventh  day,  when  the  patient  became  suddenly  worse,  and  the 
pulse  -very  rapid  and  feeble,  She  became  unconscious  about  7.30 
a.m.  on  the  twelfth  day  after  the  operation,  and  died  suddenly 
about  three  hours  later. 

The  post-mortem  revealed  a  little  peritonitis,  chiefly  in  the 
neighbourhood  of  the  wound.  The  various  organs  of  the  body 
were  healthy,  except  the  heart.  The  muscle  of  this  was  pale 
yellowish,  soft,  and  friable,  the  walls  of  the  left  cavities  were  of 

Woodcut  2. 


normal  thickness,  those  of  the  right  were  very  thinned,  in  places 
1  arely  the  thickness  of  cardboard.  As  the  microscopic  sections 
show,  the  muscle  was  in  a  marked  slate  of  fatty  infiltration  and 
fatty  degeneration  (Woodcut  2). 

I  venture  to  consider  that  this  is  a  very  important  case.  I  have 
not  the  slightest  desire  to  insist  on  the  novelty  of  this  subject,  but 
I  have  searched  with  some  little  diligence  through  modern  medical 
literature,  and  can  find  no  notice  anywhere  of  the  matter.  I  would 
remind  members  of  the  Society  that  after  operations  for  the 
removal  of  abdominal  tumours,  a  certain  number  of  patients  die 
from  peritonitis,  septicaemia,  haemorrhage,  &c.     But   there   are   a 
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few  cases  which  rapidly  sink  after  operation,  and  the  post-mortem 
reveals  no  evident  reason  for  death,  and  others  which  die  without 
operation,  nowadays,  exactly  as  they  died  forty  years  ago,  when 
Bright  noted  it,  and  wrote,  "  Some  state  of  unexpected  collapse 
occurs  for  which  no  reason  can  be  assigned,  and  the  patient 
suddenly  dies"  ('  Lectures  on  Ovarian  and  Abdominal  Tumours'). 
And  even  to  the  most  recent  writers  who  quote  this  remark  of  the 
great  clinical  teacher,  this  sudden  death  seems  unexpected  aud 
inexplicable.  Very  deferentially,  therefore,  I  desire  to  express  an 
opinion  that  the  cause  of  this  rapid  collapse  or  sudden  death  is 
cardiac  failure  from  fatty  degeneration  of  the  muscular  tissue  of 
the  organ.  I  have  come  to  this  conclusion  only  after  six  years' 
work  at  the  subject,  only  after  examining  post  mortem,  twenty-two 
cases  of  abdominal  tumour,  which  died  more  or  less  suddenly,  with 
or  without  operation,  and  in  every  one  of  which  this  degenerative 
condition  was  well  marked,  and  a  tabular  list  of  which  I  append.  I 
am  inclined  to  believe  that  the  change  is  due  directly  to  the  pressure 
of  the  abdominal  mass  upwards  on  the  diaphragm  and  thoracic 
viscera,  because  in  about  fifty  other  cases  of  large  abdominal 
tumour  which  I  have  examined  post  mortem,  and  which  died  from 
other  causes  evidently  than  cardiac  disease,  I  have  frequently  found 
the  degenerative  change  beginning  in  the  heart's  muscle. 

I  am  further  led  to  think  that  the  degree  to  which  this  clegene. 
ration  progresses,  depends  partly  on  the  patient's  age,  but  chiefly  on 
the  duration  and  size  of  the  intra-abdominal  mass,  and  therefore 
to  a  large  extent  on  the  nature  of  the  new  growth,  because  it  has 
been  in  cases  of  large  cysts,  ovarian,  renal,  or  uterine,  that  I  have 
noticed  the  degree  of  the  degeneration  to  be  most  marked.  As  to 
the  reason  for  the  occurrence  of  the  fatty  change  in  the  cardiac 
muscle  it  appears  to  me  there  is  a  simple  physical  explanation. 
For  if  we  imagine  the  abdomen  to  be  occupied  by  a  large  tumour, 
say  cystic  in  nature,  we  know  that  as  soon  as  the  anterior  wall  of 
the  cavity  is  distended  by  its  growth  there  will  be  an  equable 
pressure  exerted  upwards  on  the  diaphragm,  and  as  the  cyst 
increases  in  size,  so  will  that  pressure  increase  in  power.  Therefore, 
the  thoracic  cavity  will  be  more  and  more  compressed,  and  thus 
with  impeded  pulmonary  action  the  due  oxygenation  of  the  blood 
will  be  less  and  less  properly  performed.  And  this,  it  is  well  known, 
is  a  potent  factor  in  the  production  of  the  fatty  degenerative  change 
in    every    part    and    organ  of    the  body.       If   we  add  to  this  the 
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pressure,  direct  and  indirect,  to  which  the  heart  itself  is  subjected, 
the  constriction  upon  its  afferent  and  efferent  and  nutrient  vessels, 
and  add  finally  to  this,  the  impairment  of  the  general  health,  and 
of  the  power  of  locomotion  of  the  patient,  consequent  on  the  pro- 
gression of  the  disease,  prima  facie  we  might  expect  that  muscular 
degeneration  would  occur.  I  would  remind  members  of  the  Society 
how  the  muscles  of  the  trunk  and  limbs  wither  and  waste  in  these 
patients  ;  how  several  and  most  accurate  observers  have  noted  that 
fatty  disease  occurs  in  the  liver  and  kidney  in  these  cases,  and  I 
would  then  contend  for  the  inherent  probability  of  the  degenerative 
change  affecting  the  cardiac  muscle.  Finally,  I  place  these  twenty- 
two  cases  of  more  or  less  "  unexpected  collapse "  in  every  one  of 
which  the  heart  tissue  was  more  or  less  extensively  degenerated,  and 
I  trust  that  future  observations,  on  a  wider  field,  may  prove  whether 
or  not  these  deaths  are  due  to  fatty  degeneration  of  the  heart.  I 
must  not,  and  need  not,  point  out  here,  how  important  it  is  that  the 
question  should  be  solved  as  regards  etiology,  diagnosis,  prognosis, 
and  treatment.  December  6th,  1887. 


4.   Cyst  of  heart. 
By  W.  B.  Hadden,  M.D. 

The  patient  was  a  woman,  aged  66,  who  died  of  cirrhosis  of  the 
liver. 

During  life  the  action  of  the  heart  was  irregular,  but  there  was 
no  bruit. 

There  was  nothing  in  the  history  which  could  explain  the  condi- 
tion of  the  heart  seen  after  death. 

At  the  post-mortem  examination  a  globular  cyst,  one  inch  and  a 
half  in  diameter,  was  seen  in  the  interauricular  septum,  projecting 
more  into  the  right  auricle  than  into  the  left.  To  the  surface  of 
the  cyst  the  remains  of  the  Eustachian  valve  were  attached. 

The  walls,  which  were  thin,  were  quite  distinct  from  the  endo- 
cardium and  muscular  tissue  of  the  auricles. 

After  hardening  in  spirit,  the  contents  were  found  to  be  pink, 
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gvumous,  unlike  coagulum,  and  exhibiting  no  epithelial  structures, 
hydatid  membrane  or  booklets. 

Under  the  microscope  the  grumous  material  in  the  cyst  was  found 
to  consist  chiefly  of  minute  granules  and  large  granule-cells,  which 
were  shown  by  means  of  osmic  acid  to  be  fatty. 

The  wall  of  the  cyst  was  composed  of  loose  fibrous  tissue, 
nowhere  presenting  the  structure  of  skin. 

There  is  no  evidence  that  this  cyst  is  either  hydatid,  dermoid,  or 
serous.     Its  nature  indeed  seems  quite  obscure. 

I  can  find  no  reference  to  cysts  of  this  kind  in  the  standard 
works  on  diseases  of  the  heart  or  pathology.         April  3rd,  1888. 


5.  Atheromatous  sac  on  aortic  flap  of  mitral  valve,  which   is 
extremely  stenosed.     [Card  specimen.) 

By  G.  N.  Pitt,  M.I). 

The  mass  formed  a  soft  closed  sac  projecting  a  quarter  of  an  inch 
into  the  ventricle  as  a  swelling  half  an  inch  by  three  eighths  of 
au  inch,  situated  about  one  eighth  of  an  inch  above  the  margin  of 
the  valve. 

One  end  has  been  cut  off  to  open  the  sac,  which  contained  choles- 
terin  and  granular  debris,  but  no  pus-cells,  although  the  material 
looked  like  thick  pus  with  a  faintly  greenish  tinge.  On  the  auri- 
cular surface  it  scarcely  projected,  and  adjacent  to  it  were  calcareous 
atheromatous  nodules  beneath  the  endocardium. 

From  Henry  T —  ;  history  of  rheumatic  fever  at  sixteen.  Ad- 
mitted after  two  weeks'  illness  with  diarrhoea  and  pyrexia.  There 
was  a  prolonged  accentuated  first  arucal  sound.  Pleuritic  rub  at  right 
base ;  a  trace  of  albumen  in  the  urine.  He  developed  thrombosis 
of  left  innominate  and  subscapular  veins  and  died  of  cardiac 
failure. 

Heart  17  oz.  ;  pericardium  adherent ;  mitral  stenosis. 

While  fibroid  and  calcareous  patches  due  to  atheroma  are  common 
on  the  valves,  I  have  not  met  with  any  record  of  a  condition  similar 
to  that  shown. 
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P.S.-The  same  evening  Dr.  Haddeu  showed  a  »„;,„„„  ,, 
closed  cyst  in  the  biauricular  wall  containing  grin' I -Tad  fa  ,v 
debna,  wh.ch  waS  probably  a  condition  allied  to  that  I  sho^d      " 

April  3rd,  1888. 


6.  Jfifrri  stenosis  associated  with  pulmonary  phthisis.     [Card 

specimen.) 

By  Percy  Kidd,  M.D. 

m*. :  upper  lobe  of  each  lung  presents  an  extreme  degree  of  cir 
X     rhos.s  and  contraction,  tie  bronchi  arc  dilated  a,S  ,1 
a  few  very  small  cavities.     Another  cavitTof    !  ,       ,  *" 

seen  at  the  upper  border  of  thl  ,  «  ,      T  ?         Ler  lar«er  size  is 
cirrhosis.  '  tbe  lefl  Iowr  lobe  w^  surrounding 

ind?;atL7thri:1t:!i:h:lu,,gs  , w  a  s%ht  **«  *  ^»™ 

A  very  few  hard     vl»  ^  ^  S°meWhat  ^Pajsematous. 

about^heCtSeSr:4  M<1UleS  ™  "" 
bacnr""8  fr0m  °"e  °'  tte  -*«"  «*"*  "™erou8  tubercle 

Th!  mtrai  onf  "^  13  °Z"  fa  C»°-'"ably  dilated. 
ona„g"     The  X^eTl'0'  ,UttM-a0fe  Sh^'  -  admits 
.aumftioos  are%rri^ltrSd-  "*  *  *"  "«* 

never  rheumatism.     The  J*  1  'T"1*^'1 

five  vears  off  „„h  Patient,  who  was  under  observation  for 

dw  £«£«■? T1 of  douWe puthisis and  -*- 

his  death  on  aTcoun    of   ,  t         T^'  ^  teD  da?s  brf™ 

dyspnea  and  ^J^SS^.  **■-  "  ~ 

■4>r#  17^,  1888. 
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7.  Extreme  aortic  stenosis.       (Card  specimen.) 
By  Frederick  J.  Smith,  M.B.,  sent  by  R.  Tuckett,  Maidstone. 

The  specimen  shows  extreme  aortic  stenosis  with  great  deposit  of 
lime  in  the  cm-tains  of  the  valves.  The  aperture  is  reduced 
to  a  mere  chink,  and  it  would  appear  that  ouly  two  curtains  of  the 
valve  remain  distinct.  The  other  valves  appear  healthy  and  the 
aorta  itself  is  remarkably  free  from  disease. 

The  patient,  aged  57,  was  a  brewer's  drayman,  very  powerful, 
accustomed  to  lifting  heavy  weights  ;  never  had  rheumatism  or 
gout,  was  perfectly  healthy  until  six  weeks  before  death,  when  lie 
caught  a  chill,  and  pleurisy  set  in  on  the  left  side  with  much 
effusion. 

*  A  loud,  harsh,  rasping  bruit,  systolic  in  time,  was  heard  all  over 
the  chest,  but  especially  loud  at  the  apex  (which  was  displaced 
down  and  out)  and  over  the  middle  of  the  sternum.  He  died 
shortly  after  admission  to  the  Maidstone  Hospital,  chiefly  through 
extreme  dyspnoea.  The  left  pleura  was  full  of  fluid  and  the  lung 
collapsed,  the  right  lung  cedematous,  all  other  organs  quite  healthy. 

April  3rd,  1888. 


8.  Extreme  stenosis  of  the  orifices  of  the  coronary  arteries  of  the 
heart ;  sudden  death. 

By  F.  Chaeeewood  Turner,  M.D. 

The  specimen  is  the  heart  of  a  man,  aged  52,  who  was  brought 
dead  to  the   London  Hospital,  having  been  found  in  a  dying 
state  in  a  yard  where  he  was  working,  about  half  an  hour  before. 

The  left  ventricle  is  hypertrophied ;  its  muscular  tissue  was  of 
normal  appearance,  firm,  and  contracted.  The  first  part  of  the 
aorta  is  very  atheromatous  and  much  dilated.  The  inner  coat  is 
much  swelled,  and  the  orifices  of  the  coronary  arteries  have  become 
extremely  narrowed  in  consequence.  The  orifice  of  the  left  was 
found  with  some  difficulty,  and  the  end  of  a  small  probe  passed 
through  it.     That  of  the  right  coronary  artery  could  not  be  found 
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until  the  vessel  was  dissected  up  from  behind.  A  small  probe 
passed  along  the  vessel  was  arrested  at  the  orifice,  but  the  conical 
end  of  a  very  small  black  French  bougie  was  passed  through  the 
pin-hole  aperture.  Both  coronary  arteries  were  of  good  size  up  to 
the  points  of  obstruction.  The  right  was  thin  and  collapsed,  the 
left  somewhat  thickened  and  rigid.  The  curtains  of  the  aortic 
valve  are  thickened  along  their  attached  borders. 

The  stomach  contained  much  imperfectly  masticated  and  undi- 
gested food.  The  viscera  presented  no  important  lesions.  The 
brain  Avas  normal.  The  body  was  well  developed  and  fairly 
nourished. 

Stenosis  of  the  orifices  of  the  coronary  arteries  of  the  heart  is 
recognised  as  a  cause  of  angina  pectoris,  and  of  sudden  death  in 
that  complaint  independently  of  degeneration  of  the  myocardium. 
It  is  perhaps  less  commonly  a  cause  of  sudden  death  in  apparently 
healthy  persons. 

A  case  of  this  kind  is  recorded  by  Dr.  Greenfield  in  vol.  xxiv  of 
the  '  Transactions.'  A  woman,  aged  27,  was  taken  ill  in  the  street 
and  died  in  a  cab  on  the  way  to  St.  Thomas's  Hospital.  And  in 
1884  I  exhibited  a  similar  specimen  from  a  man,  aged  49,  who  was 
taken  ill  in  the  street  and  died  in  a  shop.  Two  cases  are  recorded 
by  Dr.  Ogle  in  the  '  British  and  Foreign  Medical  and  Chirurgical 
Eeview '  for  1870. 

In  these  cases  there  is  no  account  given  of  the  agonising  pain  of 
angina  pectoris.  And  since  it  is  probable  that  death  occurs  as  a 
consequence  of  the  lesion  in  the  same  way  in  all  instances,  the 
occurrence  of  such  cases  makes  it  doubtful  whether  the  severity 
of  the  pain  and  mental  distress  is  the  direct  or  main  cause  of  death 
in  the  typical  anginose   seizures. 

Dr.  Dickinson,  in  his  remarks  upon  three  fatal  cases  of  angina 
pectoris  referable  to  this  lesion,  attributes  the  symptoms  to  inter- 
ference with  the  nutrition  of  the  nervous  structure  of  the  heart 
considering  these  the  structures  radically  concerned  in  their  pro- 
duction. And  to  interference  with  nerve  nutrition  also  he  would 
appear  to  attribute  the  fatal  event,  regarding  the  efficient  nutrition, 
and,  it  may  be,  hypertrophic  state,  of  the  heart-muscle  in  these 
cases  as  evidence  of  the  dependence  of  its  nutrition,  in  greater  or 
less  degree,  upon  imbibition  from  the  blood  in  the  cavities. 

I  think,  however,  that  the  efficient  maintenance  of  the  nutrition 
of  heart  walls  in  the  presence  of  an  extreme  degree  of  stenosis  of 
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the  orifices  of  the  nutrient  arteries,  is  a  fact  in  accordance  with,  and 
an  illustration  of,  the  large  provision  made  in  the  organization  of 
the  body  to  meet  demands  upon  the  functional  capacity  of  different 
organs,  under  exceptional  circumstances,  far  beyond  the  requirements 
of  regular  and  tranquil  life,  and  comparable  in  that  respect  with 
conditions  of  extreme  stenosis  of  the  cardiac  orifices,  or  upper  air 
passages  found  to  be  compatible  with  life. 

Such  a  lesion  of  the  coronary  arteries,  being  of  a  chronic  and  more 
or  less  permanent  nature,  cannot  be  directly  the  cause  of  sudden 
death,  but  may  bring  about  the  result  indirectly  by  interfering  with 
the  removal  of  exhausting  products  of  muscular  action,  accumulated 
in  excess  in  the  myocardium  by  increased  cardiac  action  due  to  the 
stimulus  of  muscular  effort  or  mental  excitement,  just  as  stenosis 
of  the  mitral  orifice,  or  of  the  upper  air  passages,  may  interfere  with 
the  removal  of  an  excess  of  carbonic  acid  from  the  blood  under 
similar  circumstances. 

Recovery  from  such  a  disturbance  of  the  nutrition  of  the  myo- 
cardium could  only  occur  by  depression  of  muscular  action  below 
the  point  for  which  the  abnormal  condition  of  the  coronary  circula- 
tion suffices,  and  the  gradual  restoration  of  the  nutritive  equi- 
librium. 

May  not  the  pain  and  sense  of  impending  death  of  the  anginose 
attacks  due  to  this  lesion,  be  the  means  by  which  the  sufferer's  life 
is  preserved,  when  that  is  possible,  by  instantly  arresting  all  move- 
ment and  so  affording  the  only  chance  of  restoration  of  the  nutri- 
tive equilibrium  in  the  myocardium  ?  And  may  not  the  fatal  result 
in  other  cases  be  attributable  to  defect  of  such  warning  and  para- 
lysing sensations?  May  1st,  1888. 


9.  Popliteal  aneurysm  ;  death  from  pulmonary  embolism.     (Card 

specimen.) 

By  J.  H.  Targett,  M.S. 

History. — Richard  S — ,   aged   39,   clerk.     A   fortnight   before 
admission,   whilst    walking  was   suddenly  seized  with  pain 
behind  right  knee.     A  few  days  later  the  pain  increased  and  a 
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swelling  appeared.  On  admission,  there  was  a  large  pulsating 
tumour  in  right  popliteal  space,  which  was  diagnosed  as  an  aneu- 
rysm. The  leg  was  swollen  and  cedematous.  Treatment  by  digital 
and  instrumental  compression  at  intervals  during  four  or  five  days  ; 
which  was  followed  by  ulceration  at  the  site  of  pressure.  The 
patient  progressed  favourably  till  one  morning  he  suddenly  became 
faint,  with  difficulty  in  breathing,  and  died  in  a  few  minutes — 
seventeen  days  after  admission. 

Autopsy. — There  was  an  embolus,  doubled  on  itself,  impacted  in 
one  of  the  main  divisions  of  right  pulmonary  artery.  No  valvular 
disease.  Thoracic  aorta  very  atheromatous.  No  signs  of  syphilis. 
There  was  thrombosis  of  the  femoral  vein,  commencing  at  the 
lower  end  of  Hunter's  canal  and  extending  down  the  popliteal  to 
the  aneurysm.  The  vein  was  quite  healthy  opposite  the  seat  of 
ulceration  in  Scarpa's  triangle.  Below  the  aneurysm  the  posterior 
tibial  and  peroneal  veins  were  dilated,  markedly  varicose,  and  com- 
pletely thrombosed.  On  section  the  aneurysm  was  found  almost 
entirely  filled  with  clot.  Most  probably  the  thrombosis  commenced 
in  the  veins  of  the  leg,  and  extended  up  the  popliteal ;  and  a 
portion  of  clot  becoming  detached  formed  the  pulmonary  embolus. 
There  seemed  no  reason  for  connecting  it  in  any  way  with  the 
ulceration  in  the  groin.  March  20th,  1888. 


10.  A  case  of  aneurysmal  varix  in  a  stump. 

By  A.  H.  Robinson,  M.D. 

[With  Plate  VII,  fig.  1  ] 

The  specimen  shown  this  evening  consists  of  a  large  portion  of 
the  popliteal  artery  and  vein,  and  was  removed  during  life 
from  the  stump  of  an  amputation  of  the  leg  four  inches  below  the 
knee-joint.  It  was  removed  by  me  some  four  years  ago,  the 
amputation  having  been  performed  sixteen  years  previously  for 
gangrene  following  a  severe  crush  of  the  foot  and  leg. 

Upon  examination  it  will  be  found  that  the  popliteal  artery, 
which  has  been  laid  open  through  its  entire  length,  communicates 
at   its    distal    extremity    by    a    flap-like    opening    with   the    like 
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extremity  of  the  popliteal  vein.  This,  at  least,  was  very  apparent 
in  the  recent  state,  though  the  parts  are  somewhat  altered  now. 
Immediately  after  the  arterio-venous  communication,  the  vein 
dilates  into  the  lower  varicosity,  and  then,  with  the  intervention  of 
next  to  no  trunk,  again  expands  into  the  upper  varicosity.  Both 
varicosities  are  tilled  with  recent  clot,  the  ligature  placed  on  the 
vessels  at  the  time  of  operation  having  been  left  thereon. 

The  man  from  whom  tbis  specimen  was  removed  is  a  muscular 
person,  a  turner  by  trade,  and  thirty-two  years  of  age  at  the  time 
of  operation.  He  had  always  enjoyed  good  health,  and  has  an 
excellent  family  history.  After  the  amputation  he  wore  an  artifi- 
cial leg  of  the  ordinary  box  description,  in  which  the  knee  rested 
flexed  at  a  right  angle,  the  stump  projecting  a  very  little  behind. 
He  never  sustained  any  injury  to  the  stump  until  the  occasion  on 
which  I  saw  him,  but  he  was  in  the  habit  of  walking  very  long 
distances  on  the  artificial  leg,  as  much  sometimes  as  tbirty  miles 
in  a  day.  So  he  went  on  until  some  six  weeks  before  I  saw  him  in 
1884,  when  he  received  a  severe  blow  on  the  point  of  the  stump. 
He  suffered  acutely  at  the  time,  but  the  pain  subsided  after  a 
while.  He  became,  however,  unable  to  walk  any  distance,  such 
exercise  bringing  about  a  recurrence  of  the  pain.  He  then  sought 
advice.  When  first  seen,  the  posterior  aspect  of  the  stump  was 
swollen  and  tense,  Avhile  on  placing  the  hand  upon  it,  a  diffuse  and 
expansile  pulsation  was  at  once  apparent.  Tbis  pulsation  was 
synchronous  with  that  of  the  femoral  artery,  and  ceased  when  the 
artery  was  compressed.  No  bruit  could  be  heard  over  the  swel- 
ling. There  was  no  heat  or  redness  of  the  skin.  The  man  com- 
plained only  of  pain,  and  of  this'  only  since  the  accidental  blow 
above  mentioned. 

As  he  stated  that  the  swelling  was  becoming  greater  day  by  day, 
and  was  very  anxious  that  something  should  be  done,  I  placed  a 
tourniquet  on  the  thigh  and  cut  down  upon  the  swelling  in  the 
line  of  the  popliteal  vessels.  I  quickly  came  upon  the  lower 
varicosity,  which  I  imagined  to  be  an  aneurysmal  sac,  and  on 
dissecting  round  it  the  second  varicosity  appeared  in  the  wound. 
A  ligature  was  placed  on  the  vessels  as  high  up  in  the  wound  as 
possible,  and  the  parts  removed  as  now  seen.  The  lower  varicosity 
has  been  laid  open  to  show  the  communication  with  the  artery. 
The  internal  popliteal  nerve  is  seen  winding  round  the  tumour. 

October  18th,  1887. 


DESCRIPTION  OF  PLATE  VII. 

Fig.  1  illustrates  Dr.  A.  H.  Robinson's  specimen  of  Aneurysmal 
Varix  in  a  Stump.     (Page  85.) 

Fig.  2  illustrates  Mr.  D'Arcy  Power's  case  of  Congenital  Umbilical 
Hernia.     (Page  108.) 
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11.  Syphilitic  arteritis  from  a  case  of  general  paralysis  of  the 
insane.     (Card  specimen.) 

By  E.  Percy  Smith,  M.D. 

The  specimen  is  a  section  of  the  basilar  artery  of  a  patient  who 
died  in  Betblem  Royal  Hospital,  and  shows  well-marked 
thickening  of  the  intima,  agreeing  very  closely  in  appearance  with 
a  specimen  figured  in  vol.  xxxviii  of  the  '  Transactions,'  and  shown 
last  session  by  Dr.  Sharkey.  There  is,  however,  rather  more  ten- 
dency to  caseation  and  further  some  organised  clot  can  be  seen 
adherent  to  the  inner  coat  on  one  side  of  the  lumen  of  the  artery. 
As  in  Dr.  Sharkey's  case  the  thickening  is  very  irregular  in  distri- 
bution. 

To  the  naked  eye  there  was  visible  at  the  post-mortem  examina- 
tion, close  to  the  junction  of  the  two  vertebral  arteries,  a  round 
projection  of  the  basilar  artery  of  the  size  of  a  small  pea,  on  section 
of  which  the  coats  of  the  vessel  were  found  to  be  thickened,  and 
the  lumen  was  blocked  by  an  old  firm  clot  with  a  cavity  in  its 
centre.  The  rest  of  the  basilar  artery  was  occupied  by  recent  soft 
black  clot. 

From  a  male,  aged  34,  who  was  first  admitted  to  hospital  in 
October,  1886,  suffering  from  the  early  stage  of  general  paralysis. 
He  improved  sufficiently  to  be  discharged  in  March,  1887,  and  had 
a  short  period  of  remission  of  symptoms  in  which  he  was  able  to 
resume  his  occupation.  He  again  broke  down  in  June,  became 
wildly  maniacal,  dirty,  destructive,  and  erotic.  On  September  1st 
he  was  quieter  when  he  suddenly  became  unconscious,  and  after 
some  convulsive  seizures  became  comatose  and  died. 

Although  a  history  of  syphilis  is  common  in  cases  of  general 
paralysis  of  the  insane,  and  in  some  would  appear  to  be  the  deter- 
mining cause  of  the  mental  and  physical  breakdown,  yet  coarse 
syphilitic  lesions  are  rarely  found  post  mortem  in  such  cases,  and 
therefore  this  case,  in  which  a  large  cerebral  artery  was  diseased, 
would  seem  to  be  of  some  interest,  though  it  is  not  pretended  that 
the  symptoms  observed  during  life  were  due  to  the  particular  lesions 
here  shown.  December  20th,  1887. 
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12.   Four  cases  of  embolic  yanyrene. 
By  Anthony  A.  Bowlby. 

Case  1.  Multiple  embolism  of  the  vessels  of  the  right  arm  with  gan- 
grene of  the  hand. — J.  B — ,  aged  63,  a  cabman,  was  admitted 
into  St.  Bartholomew's  Hospital  on  November  25th,  1884,  under 
the  care  of  Mr.  Savory,  suffering  from  gangrene  of  the  right  thumb 
and  part  of  the  hand. 

The  patient  stated  that  he  had  been  a  very  healthy  man  until 
the  last  two  years  of  his  life,  and  denied  any  history  of  syphilis  or 
drink.  Had  never  had  rheumatism.  For  the  past  two  years  he 
had  been  feeble  and  breathless,  and  unable  to  do  any  work.  He 
said  that  a  fortnight  before  his  admission,  whilst  cleaning  his  boots, 
he  was  seized  with  sudden  shooting  pains  in  the  thumb  of  the  right 
hand,  which  almost  at  once  became  numb  and  cold.  This  condition 
was  followed  by  swelling,  and  in  a  few  days  the  thumb  became 
black  and  lost  all  sensation. 

On  admission,  the  patient  was  found  to  be  a  well-built,  tolerably 
healthy-looking  man.  The  heart's  action  was  very  irregular  and 
fluttering,  the  area  of  cardiac  dulness  increased,  and  both  the  first 
and  second  souuds  were  muffled  and  indistinct.  Pulse  in  left  wrist 
compressible,  and  artery  tortuous. 

The  whole  of  the  right  baud  was  cold  and  numb.  The  thumb 
was  black,  shrivelled,  and  horny,  the  fingers  blue,  cold,  and  swollen, 
and  all  parts  almost  quite  insensitive.  No  pulse  in  brachial,  radial, 
and  ulnar  arteries.  Very  feeble  pulsation  in  subclavian.  Tbe 
patient  was  kept  in  bed,  the  right  arm  was  wrapped  in  cotton 
wool,  opium  was  administered  morning  and  evening,  and  a  nourish- 
ing diet  ordered. 

The  gangrene,  however,  slowly  spread  over  the  whole  hand  and 
extended  into  the  wrist.  The  patient  suffered  much  pain  and 
slept  badly.  At  times  he  was  delirious.  Temperature  varied,  but 
was  generally  above  100°,  and  the  patieut  sank  and  died  on  December 
27th. 

A  post-mortem  examination  showed  that  the  heart  was  greatly 
enlarged  and  very  fatty.  The  mitral  orifice  was  much  dilated,  and 
the  valve  calcareous  in  patches.     The  aortic  valves  were  atheroma- 
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tons  and  the  aorta  dilated.  In  the  right  axillary  artery,  at  the 
point  whei'e  the  subscapular  branch  is  given  off,  there  was  a  large 
embolus,  and  below  this  the  vessel  was  filled  with  clot  for  about  an 
inch  and  a  half  or  more ;  the  clot  was  decolourised,  firm,  and  adherent. 
The  brachial  artery  was  normal  as  far  as  the  bend  of  the  elbow, 
but  was  here  filled  by  a  large  embolus,  which  had  lodged  at  the 
bifurcation  ;  the  radial  and  ulnar  arteries  were  each  filled  with 
clot  for  about  half  an  inch. 

Case  2.  Gangrene  of  leg  from  embolism  of  the  rigid  popliteal 
artery. — M.  C — ■,  aged  55,  was  admitted  into  St.  Bartholomew's 
Hospital  under  Dr.  G-ee  on  November  7th,  1884.  She  gave  a  his- 
tory of  an  attack  of  partial  right  hemiplegia  on  the  night  of  October 
30th,  followed  by  slight  and  transient  aphasia.  On  October  31st 
there  was  sudden  pain  and  numbness  of  the  left  leg.  She  had 
suffered  an  attack  of  rheumatic  fever  when  eight  years  of  age,  and 
had  recently  had  much  shortness  of  breath. 

On  admission,  the  patient  was  found  to  be  a  feeble  old  woman 
with  some  cough  and  dyspnoea,  and  a  little  difficulty  in  articulation. 
There  was  no  evidence  of  hemiplegia,  but  the  sole  of  the  left  foot 
was  gangrenous,  and  no  pulsation  could  be  felt  in  the  arteries  of 
the  left  lower  extremity.  The  pulse  at  the  wrist  was  good,  on  the 
left  side  feeble. 

The  heart's  apex  was  displaced  outwards,  and  to  the  left,  and 
there  was  a  loud  presystolic  apex  murmur.  After  admission,  the 
patient  slowly  improved,  and  the  gangrene  ceasing  to  spread,  the 
dead  tissue  in  the  sole  was  gradually  separated  and  cast  off  bv 
November  30th.  The  pulse  in  the  left  femoral  artery  also  returned, 
but  none  could  be  felt  in  the  tibial  vessels. 

On  December  12th,  the  patient  was  suddenly  seized  with  severe 
pain  in  right  leg  and  foot,  generally  followed  by  numbness  and 
loss  of  colour  in  the  limb  below  the  knee.  The  foot  quickly  became 
cold,  and  no  pulse  could  be  felt  below  the  femoral  artery.  The 
whole  leg  then  became  gangrenous,  and  on  January  13th,  amputa- 
tion was  performed  by  Mr.  Willett  in  the  lower  third  of  the  thigh. 
The  sections  of  the  popliteal  artery  showed  that  the  vessel  was 
filled  with  clot. 

At  3  o'clock  on  January  13th,  the  morning  after  the  operation, 
the  patient  had  a  sudden  attack  of  right  hemiplegia  from  which 
she  never  rallied,  and  gradually  sank  and  died  on  January  15th. 
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A  post-mortem  examination  showed  that  the  mitral  orifice  was 
very  much  narrowed,  and  that  the  valve  was  extremely  rigid.  There 
were,  however,  no  vegetations.  The  left  auricle  was  greatly  dilated, 
and  the  left  ventricle  hypertrophied.  At  the  junction  of  the  left 
middle,  and  anterior  cerebral  vessels  was  a  large,  recent  embolus, 
and  the  left  frontal  convolutions  were  much  softened.  The 
remains  of  old  emboli  were  found  in  the  spleen  and  kidneys  as  well 
as  in  the  popliteal  artery  above  the  stump  of  the  amputated  right 
leg.  The  left  femoral  and  popliteal  vessels  were  quite  free  from 
clot. 

Case  3.  Gangrene  of  thigh  and  leg  from  embolism  of  right  femoral 
artery. — Gr.  A — ,  aged  63,  a  policeman,  was  admitted  into  St. 
Bartholomew's  Hospital  on  December  21st,  1885,  with  gangrene  of 
part  of  the  right  thigh. 

He  stated  that  he  had  had  rheumatic  fever  forty  years  previously, 
and  that  since  then  he  had  had  occasional  pain  in  the  region  of  the 
breast.     For  a  year  he  had  suffered  from  dyspnoea  and  palpitation. 

On  the  morning  of  December  9th  he  was  suddenly  seized  with 
severe  cramp-like  pain  in  the  left  groin,  followed  by  numbness  and 
coldness  of  the  whole  limb.  This  was  followed  in  ten  days  by 
gangrene. 

On  admission,  the  skin  of  the  outer  side  of  the  left  thigh  was 
dry,  black  and  gangrenous,  and  no  pulse  could  be  felt  in  the  left 
femoral  artery.  The  heart's  action  was  very  feeble,  and  accom- 
panied by  a  loud  systolic  murmur. 

On  December  13th,  gangrenous  patches  appeared  over  the  leg 
and  foot,  and  a  slight  pulsation  was  felt  in  the  femoral  at  the 
level  of  Poupart's  ligament,  though  not  lower  down. 

On  December  16th  the  patient  sank  and  died. 

After  death  the  heart  was  found  to  be  enlarged  and  fatty,  and  the 
aortic  valves  were  covered  with  vegetations  which  were  in  front 
calcified.  A  large  embolus  plugged  the  common  femoral  at  its 
bifurcation,  and  below  this  the  superficial  and  deep  femoral  vessels 
were  filled  for  three  inches  with  clot  which  extended  into  the 
circumflex  arteries. 

Case  4. —  Gangrene  of  left  foot  from  embolism  of  left  femoral 
artery. — M.  J—,  aged  37,  a  married  woman,  was  admitted  into  St. 
Bartholomew's  Hospital  under  the  care  of  Mr.  Morraut  Baker  on 
February  4th,  1888,  with  gangrene  of  the  left  fojt. 
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The  patient  appeared  to  have  enjoyed  good  health,  and  had  led 
an  active  life.  Ten  weeks  before  admission  she  aborted,  and  nine 
days  later,  when  still  in  a  feeble  state  of  health,  she  was  suddenly 
seized  with  severe  pain  in  the  left  gi'oin  whilst  walking  across  her 
bedroom.  This  was  quickly  followed  by  burning  pain  in  the  foot 
and  leg  and  numbness  of  these  parts.  The  toes  then  gradually 
turned  black. 

On  admission,  the  toes  were  dry,  black,  and  shrivelled,  in  a 
typical  condition  of  dry  gangrene ;  the  gangrene  extended  a  little 
way  on  to  the  foot,  where  it  was  limited  by  a  very  definite  line  of 
demarcation.  No  pulse  could  be  felt  in  the  vessels  of  the  left 
lower  extremity.  The  heart's  action  was  very  feeble,  but  no 
murmur  was  detected. 

On  February  13th  the  gangrenous  toes  were  removed,  and  the 
raw  sui'face  thus  exposed  gradually  cicatrised,  but  had  not  com- 
pletely healed  when  the  patient  left  tie  hospital  on  April  11th. 

The  foregoing  cases  are  very  good  examples  of  a  variety  of  gan- 
grene, of  which  but  few  instances  have  been  brought  before  this 
Society,  and  they  show  very  plainly  the  combination  of  conditions 
which  by  their  association  in  cases  of  embolism  bring  about  death 
of  a  limb.  For,  in  cases  of  embolism  the  artery  is  not  simply 
occluded  as  it  might  be  by  a  ligature.  On  the  contrary,  an  embolus 
by  its  lodgment  at  a  bifurcation,  occludes  two  vessels  instead  of 
one,  and  not  only  is  the  circulation  thus  cut  off  more  effectually 
than  in  the  case  of  a  ligature,  but  the  clotting  around  the  embolus 
is  more  extensive  than  that  which  is  found  when  an  artery  has  been 
tied.  Thus  in  Case  3,  the  clot  occluded  the  superficial  and  deep 
femoral  vessels,  and  extended  into  the  circumflex  arteries. 

A  second  and  most  important  factor  in  the  causation  of  the 
gangrene  is  the  lodgment  of  secondary  emboli  in  the  vessels  beyond 
the  seat  of  primary  embolism.  It  is  extremely  well  illustrated  by 
Case  1,  where  the  axillary,  brachial,  radial,  and  ulnar  arteries  were 
all  plugged,  and  I  have  no  doubt  that  smaller  emboli,  and  more 
difficult  to  trace,  are  commonly  present  in  most  cases  of  embolic 
gangrene. 

Lastly,  attention  must  be  directed  towards  the  condition  of  the 
heart  and  great  vessels.  In  all  the  cases  here  recorded,  the  heart 
was  the  seat  of  disease,  and  in  most  of  them  was  in  a  very  advanced 
state  of  degeneration  ;  the  arteries  also  were  atheromatous.     It  is 
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evident  that  these  conditions  must  greatly  interfere  with  the  deve- 
lopment of  a  collateral  circulation,  for  not  only  are  the  diseased 
vessels  but  little  capable  of  enlarging  to  meet  the  altered  require- 
ments of  the  parts  in  which  they  are  distributed,  but  the  fatty  aud 
feebly-acting  heart,  which  can  only  with  difficulty  pump  blood  to 
the  extremities  at  the  best  of  times,  is  quite  unable  to  overcome 
the  additional  obstruction  caused  by  the  embolus,  and  cannot  drive 
the  blood  stream  along  the  narrow  and  tortuous  channels  of  the 
collateral  circulation. 

Case  2  is  also  of  interest  on  account  of  the  evidence  supplied 
that  an  emlolus  may  be  disintegrated.  For  there  was  a  clear 
history  of  embolism  of  the  left  femoral  artery  followed  by  gangrene 
of  the  left  foot ;  yet  before  gangrene  of  the  right  leg  resulted  from 
the  lodgment  of  another  embolus,  the  pulse  had  returned  in  the 
left  femoral  artery,  and  a  post-mortem  examination  showed  that 
the  lumen  of  that  vessel  was  clear.  April  17th,  1888. 


13.   Two  cases  of  gangrene  caused  by  arterial  thrombosis. 
By  Anthony  A.  Bowlby. 

Case  1.  Thrombosis  of  aorta,  with  clotting  extending  into  the  iliac 
vessels. — E.  B — ,  aged  66,  was  admitted  into  St.  Bartholomew's 
Hospital  under  Sir  Dyce  Duckworth  on  September  23rd,  1885. 

Just  before  her  admission  to  the  hospital,  whilst  walking  home 
from  work,  she  was  suddenly  seized  with  pain  and  numbness  in  the 
left  leg. 

On  admission,  the  left  leg  was  found  to  be  pulseless  aud  cold, 
and  loud  murmurs  were  heard  over  the  precordial  region.  The 
murmurs  indicated  disease  of  both  the  mitral  aud  aortic  valves. 
The  patient  quickly  became  very  ill,  and  the  heart's  action  very 
feeble.  Ou  September  28th  the  right  leg  became  blue  and  cold, 
and  on  the  29th  both  legs  were  in  a  semi-gangreuous  state.  Death 
occurred  ou  September  30th. 

On  post-mortem  examination  the  heart  was  found  to  be  enlarged, 
and  both  mitral  and  tricuspid  valves  thickened  and  atheromatous. 
The  aorta,  was  very  atheromatous,  and  about  three  inches  above  its 
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bifurcation  was  filled  by  a  firm  dark  clot  wbicli  completely  occluded 
its  lumen,  and  extended  into  the  iliac,  femoral,  and  popliteal 
vessels  on  both  sides. 

Case  2. — S^  F — ,  aged  48,  a  married  woman,  was  admitted  into 
St.  Bartholomew's  Hospital,  under  the  care  of  Mr.  Smith,  on  April 
2nd,  1884,  with  dry  gangrene  of  the  left  hand  and  forearm. 

She  stated  that  her  general  health  had  been  fairly  good  all  her 
life,  though  she  had  never  been  very  robust.  She  had  been  married 
fifteen  years,  and  had  several  times  miscarried,  but  had  never  borne 
a  living  child.  Her  family  history  was  good,  her  father  being 
alive  and  aged  seventy-five ;  several  brothers  and  sisters  were  alive 
and  well.     She  menstruated  last  in  October,  1883. 

With  regard  to  her  present  illness,  she  stated  that  in  the  third 
week  of  December,  1883,  she  caught  cold  and  had  not  been  well 
since  that  time.  She  soon  became  very  weak  and  feeble,  and  her 
legs,  feet,  and  hands  were  liable  to  become  cold,  blue,  and  swollen. 

In  the  first  week  of  February,  pain  in  the  left  hand  became  more 
severe,  and  the  skin  under  the  nail  of  the  ring  finger  became  black 
and  shrivelled.  The  other  fingers  then  became  similarly  affected, 
and  very  gradually  the  blackness  extended  over  the  whole  hand  and 
spread  to  the  forearm.  She  suffered  very  severe  pain  of  a  burning 
character. 

On  admission,  the  patient  was  found  to  be  a  very  thin  and 
feeble  woman,  extremely  anaemic,  with  dark  circles  under  the  eyes. 
Respiration  was  slow  and  very  shallow.  The  pulse  was  extremely 
feeble,  90  to  the  minute.  Heart's  actiou  similarly  feeble,  and 
sounds  very  faint,  but  no  sign  of  any  organic  disease  of  the  valves. 
Lungs  natural.  The  legs  were  cedeinatous,  but  the  pulse  could  be 
felt,  although  feeble,  in  all  of  the  arteries.  Urine  normal.  Bowels 
regular. 

The  left  hand  was  in  a  typical  condition  of  dry  gangrene,  being 
quite  black,  shrivelled,  and  mummified.  The  gangrene  extended 
up  the  forearm  in  front  as  high  as  a  point  about  two  inches  above 
the  wrist,  behind  about  four  inches  and  a  half  above  the  wrist. 
No  pulse  could  be  felt  in  any  of  the  arteries  of  the  left  upper 
extremity,  but  the  brachial,  axillary,  and  subclavian  vessels  felt  as 
though  they  were  distended  with  clot. 

The  patient  suffered  from  severe  burning  pain  generally  referred 
to  the  hand. 
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A  nourishing  diet  was  ordered  with  small  quantities  of  stimu- 
lants, and  for  a  few  days  there  seemed  to  be  some  slight  improve- 
ment in  the  general  state  of  the  patient's  health.  This  state  of 
affairs  did  not,  however,  continue,  and  the  woman  became  still  more 
feeble,  with  failing  appetite,  much  pain,  and  inability  to  sleep. 
The  gangrene  also  slowly  extended,  hut  circulation  in  all  other 
parts  of  the  body,  though  very  weak,  did  not  further  alter. 

On  April  10th,  the  patient  was  very  apathetic  and  drowsy, 
answered  questions  slowly  and  with  some  confusion  and  hesitation, 
spoke  thickly  and  with  evident  difficulty,  and  complained  of  pain  iu 
the  head,  and  a  sensation  of  giddiness.  There  was  no  paralysis. 
Pulse  120,  regular,  but  very  feeble. 

On  April  11th,  speech  was  almost  entirely  lost  and  the  voice  was 
whispering.  Pupils  equal.  Tongue  protruded  straight.  General 
condition  one  of  extreme  lethargy  and  weakness. 

From  this  condition  the  patient  never  rallied.  The  pulse  became 
rapid,  150  in  the  minute;  respiration  was  very  shallow,  the  drowsi- 
ness deepened,  and  for  twelve  hours  before  her  death  on  April  loth 
coma  was  almost  complete. 

A  post-mortem  examination  showed  that  the  brain  was  quite 
natural,  and  that  there  was  no  softening,  thrombosis,  or  embolism. 
The  lungs  were  collapsed  at  their  base,  and  (edematous.  The 
abdominal  viscera  were  normal,  except  for  a  general  shrunken  and 
anaemic  condition.  The  uterus  was  fixed  by  old  perimetritic  adhe- 
sions. All  parts  of  the  body  were  very  bloodless.  The  heart  was 
quite  natural. 

The  whole  of  the  arteries  of  the  left  upper  extremity  were  filled 
with  clot,  which  extended  from  the  seat  of  gangrene  to  the  origin  of 
the  subclavian  from  the  aorta.  The  vertebral  artery  also  contained 
some  clot.  There  was  a  complete  absence  of  all  inflammatory 
thickening  of,  or  around,  the  vessels,  and  no  indication  of  au 
embolus  in  any  artery.  The  veins  were  mostly  empty.  There  was 
no  thrombosis  or  plugging  of  any  other  vessel  in  the  body.  The 
structure  of  the  plugged  arteries  was  quite  natural. 

The  gangrenous  hand  was  removed,  and,  together  with  the  heart 
and  vessels,  is  now  shown  to  members  of  the  Society. 

I  have  ventured  to  call  these  cases  examples  of  gangrene  from 
arterial  thrombosis,  but  they  differ  widely  from  each  other.  Case 
1  is  an  instance  of  a  condition  by  no  means  rare,  namely,  clotting 


GANGRENE    CAUSED    BY    ARTERIAL    THROMBOSIS.  VO 

of  blood  on  an  atheromatous  patch,  and  it  is  only  interesting  on 
account  of  the  very  wide  extent  of  the  thrombosis,  and  the  magni- 
tude of  the  arteries  thereby  occluded.  I  think  it  probable  that 
these  results  are  in  great  measure  due  to  the  very  advanced  state 
of  disease  found  in  the  heart.  I  do  not  suppose  that  they  are  to  be 
accounted  for  bj  any  condition  of  the  vessel  or  the  blood  alone. 

Case  2,  however,  is  widely  different,  and  as  far  as  I  can  ascertain, 
unique.  We  have  here  to  deal  with  a  case  in  which  apparently 
there  has  been  a  gradual  clotting  of  blood  in  the  vessels  of  a  whole 
limb,  without  any  antecedent  embolism  or  arterial  disease,  and  with- 
out any  injui'y  or  inflammatory  condition  of  the  tissues  of  the  limb 
or  the  affected  vessels. 

It  is  indeed  very  difficult  to  assign  them  to  any  recognised  cause, 
but  yet  I  think  that  the  history  of  the  case  points  rather  to  a 
general  than  to  a  local  origin.  I  have  described  the  extremely 
feeble  and  anaemic  condition  of  the  patient  and  the  weakness  of  the 
heart's  action,  and  would  suggest  that  in  this  case  there  has  been 
coagulation  of  the  blood  in  the  small  arteries,  thence  spreading  to 
the  larger  ones,  as  a  result  of  excessive  slowing  of  the  arterial 
stream.  In  patients  dying  from  exhausting  diseases,  it  is  of 
course  common  for  clots  to  form  in  the  veins,  and  that  blood  can 
clot  in  healthy  arteries  is  shown  by  an  examination  of  vessels  after 
the  application  of  ligatures.  1  have  in  several  cases  found  extensive 
clotting  far  from  the  seat  of  ligature,  though  it  would  appear  from 
an  examination  of  vessels  some  time  after  operation  that  whole 
clots  maj  be  subsequently  either  partially  or  completely  absorbed. 

The  history  of  Case  2  again  differs  very  widely  from  the  histories 
of  those  cases  of  gangrene  due  to  embolism  which  I  have  already 
recorded.  In  this  patient  there  was  no  sudden  attack  of  pain  and 
numbness,  but,  on  the  contrary,  a  clear  history  of  coldness  and 
numbness  of  all  the  extremities  for  at  least  a  month  before  the 
gangrene  commenced.  The  spread  of  the  gangrene  also  was  very 
slow.  It  would  be  impossible  to  exaggerate  the  excessive  weakness 
exhibited  by  the  patient,  and  the  general  feebleness  of  the  circula- 
tion. April  17  th,  1888. 
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1 1.    Carcinoma  of  the  obliterated  umbilical  vein  and  hypogastric 

arteries. 

By  W.  Hale  White,  M.D. 

Wm.  A — ,  aged  48,  Avas  admitted  for  chronic  constipation.    There 
was  a  previous  history  of  lead  colic  and  gout.     Four  weeks 
ago  he  began  to  suffer  from  pain  in  the  stomach  and  constipation. 
The  Litter  has   given   rise  to   much  difficulty  lately,  the  motions 
being  very  hard,  but  no  blood  has  been  passed.     There  has  been 
retching  but  no  vomiting.     On  admission,  he  is   a  healthy-looking 
man  somewhat  wasted.     In  the  abdominal  Avail,  a  little  above  the 
umbilicus  and  to  the  left  of  it,  there  is  a  hard  rounded  lump  to  be 
felt,  the  size  of  a  filbert,  and  round  the  umbilicus  there  is  a  remark- 
ably bard  feeling  of  the  abdominal  wall,  just  as  though  the  muscle 
of  the  rectus  had  been  replaced  by  some  solid  growth.     There  is 
considerable  pain  in  the  abdomen,  some   vomiting,  and   obstinate 
constipation.     The  diagnosis  was  malignant  disease  of  some  organ 
with  secondary  groAvths  in  the  abdominal  wall.     No  direct  evidence 
of  the  primary  malignant  disease  could  be  found,  although  it  was 
thought  probable  that  it  was  in  the  abdomen.     The  patient  died 
three  weeks  after  admission.     During  the  remainder  of  his  life  the 
emaciation  Avas  very  rapid,   the  vomiting  and  constipation   Avere 
both    obstinate,   and   he    gradually   sank.       The    autopsy    showed 
primary  malignant  disease  of  the  pancreas,  with  secondary  growths 
scattered  about  immediately  under  the  peritoneum.     But  the  point 
of  especial  interest  Avhich  has  induced  me  to  bring  the  case  before 
the  members  of  the  Society  is  that  the  two  obliterated  hypogastric 
arteries    and   the   obliterated  umbilical  vein   were  converted  into 
hard  cords   of    malignant  growth  for  almost   the  whole   of  their 
length.     This  was  not  due  to  spreading  from  neighbouring  parts. 
This  is  a  rare  but  very  good  example  of  the  law  that  degenerate 
structures    are   particularly   prone   to    be    affected    by  malignant 
disease.     The  lumps  to  be  felt  during  life  were  hard  masses  of 
secondary  growth  in  the  abdominal  Avail,  Avhich  were   sufficiently 
prominent  to  be  felt  from  the  outside.  January  3rd,  1888. 
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1.   fibroma  of  the  tongue. 
By  Stephen  Paget. 

This  little  growth  was  removed  from  the  tongue  of  a  gentleman, 
aged  60.  It  had  been  noticed  for  four  months,  but  had  never 
given  any  pain.  It  was  contained  in  the  muscular  substance  of 
the  front  part  of  the  right  half  of  the  tongue.  It  was  about  the 
size  and  shape  of  an  olive  ;  smooth,  defined,  rounded,  elastic,  and 
freely  movable.  The  mucous  membrane  over  it  was  movable  and 
natural.     It  was  shelled  out  with  the  greatest  ease. 

Its  texture  is  that  of  loose  wavy  nucleated  fibrous  tissue  ;  no 
gland-tissue  is  visible.  May  15th,  1888. 


2.    Vascular  tumours  of  the  mouth  and  tongue. 
By  Frederick  Treves. 

Case  1. — A  gentleman,  aged  57,  consulted  me  with  reference  to 
severe  bleeding  from  the  tongue.  Apart  from  the  bleeding 
he  was  in  perfect  health,  and  was  a  hale,  active,  and  vigorous  man. 
He  had  had  no  serious  illness  in  his  life,  was  occasionally  troubled 
with  a  little  rheumatism,  and  was  a  member  of  a  very  rheumatic 
family. 

He  had  since  his  childhood  been  the  subject  of  epistaxis.  This 
trouble  was  hereditary.  His  grandfather — who  died  at  the  age  of 
eighty-one — had  suffered  from  periodic  bleeding  from  the  nose  all 
his  life.     His  father,  his  two  uncles,  two  of  his  brothers,  one  son 
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and  two  daughters,  had  always  been  troubled  in  the  same  way. 
There  was  no  trace  of  haemophilia  in  the  family.  The  patient 
suffered  from  epistaxis  very  regularly  every  two  to  six  weeks.  He 
was  liable  to  headaches,  which  commonly  preceded  the  attacks  and 
were  invariably  relieved  by  them.  He  was  stout,  and  a  trifle 
plethoric,  but  was  the  subject  of  no  other  obvious  vascular  trouble 
of  any  kind.  He  perspired  always  quite  excessively.  Four  years 
ago  he  began  for  the  first  time  in  his  life  to  bleed  from  the  tongue. 
Since  this  form  of  haemorrhage  commenced  he  had  never  suffered 
from  epistaxis.  The  bleeding  from  the  tongue  had  been  less  fre- 
quent than  that  from  the  nose,  and  on  one  occasion  he  had  lost  no 
blood  for  a  period  of  six  months. 

The  haemorrhage  had  become  gradually  more  excessive  in  amount, 
and  latterly  had  been  so  considerable  as  to  cause  faintness  and 
some  anaemia.  The  tongue  was  small,  firm,  and  clean.  Upon  the 
dorsum  were  nine  red  tumours  dotted  irregularly  about.  The 
largest  was  placed  about  the  centre  of  the  tongue,  and  was  the  size 
of  a  split  pea.  It  was  soft,  of  a  bright  red  colour,  and  disappeared 
entirely  under  pressure.  All  the  other  red  spots  were  in  front  of 
this.  The  next  in  size  had  the  dimensions  of  a  hemp  seed,  while 
the  remainder  were  about  the  size  of  pins'  heads.  The  larger 
tumours  had  appeared  first.  The  bleeding  had  been  arterial.  The 
blood  hadoozed  from  many  of  the  points,  but  the  gravest  haemorrhage 
had  been  from  the  largest  of  the  tumours.  Sometimes  the  bleeding 
had  appeared  quite  sj>ontaneously,  at  other  times  it  had  come  on 
after  food  or  while  eating.  It  was  evident  that  the  raised  specks 
were  true  angeiomata  and  were  little  masses  made  up  of  dilated 
arterioles  and  apparently  bared  of  mucous  membrane.  I  ordered 
the  parts  to  be  painted  frequently  with  a  10  per-cent.  solution  of 
chromic  acid,  and  in  fourteen  days  all  traces  of  the  trouble  had 
disappeared.  The  patient  once  more  began  to  bleed  from  the  nose, 
and  this  form  of  haemorrhage  has  continued  ever  since  upon  the 
same  lines  as  before.  Into  the  causes  of  the  bleeding  it  is  impos- 
sible to  enter.  It  was  evident  that  for  unknown  reasons  the 
mucous  membrane  of  the  tongue  had  taken  the  place  of  the  mucous 
membrane  of  the  nose  as  the  seat  of  the  periodic  flux. 

Baumgarten  in  his  monograph  upon  epistaxis  ('  Die  Epistaxis 
und  ihre  Behandlung,'  Vienna,  1886)  describes  a  precisely  similar 
form  of  vascular  growth  upon  the  nasal  mucous  membrane  in 
instances  of  repeated  spontaneous  nose  bleeding.     He  speaks  of 
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them  as  telangeiectic  spots  about  the  size  of  pins'  heads  that  stand 
out  as  raised  points  upon  the  mucous  membrane  of  the  septum,  or 
inferior  turbinated  bone.  He  adds  that  they  may  be  demonstrated 
by  a  proper  speculum.  It  is  impossible  not  to  note  the  connection 
between  the  headaches  and  their  disappearance  after  a  hemor- 
rhage. 

Case  2. — A  married  woman,  31  years  of  age,  came  to  the 
London  Hospital  in  July,  1887,  with  severe  bleeding  from  the 
tongue.  She  had  been  married  eleven  months,  and  had  had  one 
child  born  six  weeks  previous  to  her  visit  to  the  hospital.  She 
appeared  in  sound  health,  but  was  a  little  flabby  and  anaemic. 
She  was  of  fair  complexion,  and  of  good  muscular  development. 
She  had  had  no  illnesses  of  any  note,  but  had  suffered  during  the 
whole  of  her  adult  life  from  occasional  attacks  of  violent  frontal 
headache.  During  such  attacks  she  was  quite  prostrated,  and,  as 
she  expressed  it,  "  was  unable  to  lift  her  head  up." 

She  had  always  lost  much  blood  at  each  menstrual  period.  She 
had  never  had  piles  nor  varicose  veins,  and  had  never  bled  from 
the  nose.  There  was  no  faet  of  special  moment  in  her  family 
history. 

The  hemorrhage  of  which  she  complained  came  from  a  solitary 
tumour  placed  upon  the  left  edge  of  the  tongue  opposite  the  molar 
teeth.  Apart  from  this  the  tongue  was  perfectly  normal  in  appear- 
ance. The  tumour  was  the  size  of  a  horse  bean,  was  round, 
pedunculated,  of  bright  red  colour,  and  not  unlike  a  raspberry  in 
appearance.  It  had  no  visible  pulsation,  but  could  be  reduced  to 
a  mere  tag  by  pressure.  It  was  painless.  It  had  commenced  to 
grow  during  the  patient's  pregnancy  four  months  before  she  sought 
advice.  It  bled  for  the  first  time  after  the  birth  of  the  child,  and 
it  had  since  then  bled  frequently.  The  haemorrhage  was  always 
spontaneous  and  had  become  latterly  very  alarming.  On  one  occa- 
sion the  patient  maintained — in  the  rigorous  language  of  a  hos- 
pital patient — that  "  she  had  lost  a  quart."  The  bleeding  was 
arterial.  Since  the  haemorrhage  had  been  established  the  patient 
had  had  no  headaches.  I  removed  the  tumour  with  scissors  and 
restrained  the  free  arterial  bleeding  with  the  actual  cautery. 

The  tumour  was  soft,  homogeneous,  and  of  a  faint  pink  colour 
on  section.  Under  the  microscope  it  showed  itself  to  be  a  pure 
arterial  angeioma. 
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Arterial  angeiouiata  of  the  tongue  would  appear  to  be  rare. 
Butlin — in  his  work  on  the  tongue — makes  no  mention  of  any  case 
of  this  character.  He  cites  an  instance  of  supposed  arterial  nsevus 
and  alludes  to  the  comparative  frequency  of  cirsoid  aneurysms 
and  of  congenital  venous  naevi  of  the  tongue.  In  the  present 
instance — as  in  the  last-named — a  periodic  headache  was  quite 
relieved  by  the  loss  of  blood. 

Case  3. — In  connection  with  the  example  first  recorded  I  may 
mention  the  case  of  another  woman,  aged  28,  who  presented  a 
round  peduu ciliated  soft  tumour  the  size  of  a  hazel-nut  upon  the 
right  edge  of  her  tongue,  in  the  precise  position  of  the  growth 
already  described.  It  had  existed  for  six  months,  had  appeared 
during  pregnancy,  had  never  bled  except  when  accidentally  bitten, 
and  had  had  no  connection  with  headache.  It  was  removed  and 
proved  to  be  a  fibrocellular  growth  containing  an  unusual  number 
of  wide  thin-walled  vessels. 

Case  4. — A  woman,  29  years  of  age,  was  admitted  into 
the  London  Hospital  with  a  pulsating  tumour  growing  from  the 
periosteum  of  the  right  upper  lateral  incisor  tooth, 

The  front  teeth  were  perfect,  but  all  the  back  teeth  (molars  and 
bicuspids)  had  been  lost  during  pregnancies.  The  patient  had  had 
five  children,  and  had  always  enjoyed  good  health.  The  tumour 
began  two  months  ago  as  a  small  tag,  felt  with  the  tongue,  and 
situated  at  the  neck  of  the  tooth,  where  it  emerged  from  the  gum. 
The  patient  was  at  the  time  four  months  advanced  in  pregnancy. 

It  grew  rapidly  and  soon  began  to  bleed.  The  blood  that 
escaped  was  arterial.  It  now  bled  some  four  or  five  times  a  day, 
but  no  haemorrhage  had  persisted  for  longer  than  five  minutes. 
So  free,  however,  was  the  bleeding  while  it  existed  that  the  woma  0 
had  become  ansetnic.  Her  tongue  was  normal ;  the  menstrual  flow 
had  never  been  excessive  ;  she  had  never  suffered  from  epistaxis, 
nor  from  any  vascular  trouble.  She  was  the  subject  of  severe 
prostrating  headache,  but  she  had  had  no  attacks  since  the  bleeding 
had  commenced. 

A  soft,  round,  nodulated,  bright  red  tumour,  resembling  in  size, 
shape,  and  colour  a  raspberry,  was  fixed  to  the  neck  of  the  right 
lateral  incisor  tooth  close  to  the  gum.  It  presented  very  visible 
pulsation,  could  be  almost  made  to  disappear  under  pressure,  and 
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was  free  from  tenderness  and  pain.  The  central  right  incisor  was 
quite  loose.  I  removed  this  tooth  and  then  extracted  the  lateral 
incisor.  The  tumour  came  away  with  it  unbroken  and  without  the 
least  visible  disturbance  to  its  attachment.  The  bleeding  frorn 
the  socket  of  the  tooth  was  arrested  by  a  fine  point  of  Paquelin's 
cautery. 

The  mass  was  obviously  a  pure  arterial  angeioma  growing  from 
the  dental  periosteum  about  the  neck  of  the  tooth.  These  tumours 
do  not  appear  to  be  very  uncommon.  Salter,  in  his  article  upon 
the  teeth  in  'Holmes's  System  of  Surgery,'  writes  as  follows  upon 
this  subject : — "  The  tissues  about  the  necks  of  the  teeth  are  ob- 
noxious to  the  growth  of  vascular  tumours,  which  vary  from  passive 
na^vus-like  swellings  to  those  other  forms  of  more  arterial  character, 
aneurysms  by  anastomosis." 

The  author  cites  a  case  very  similar  to  that  just  narrated,  and 
states  that  these  angeiomata  are  most  often  met  with  in  adults  in 
the  upper  jaw,  and  are  either  placed  between  the  incisors  or 
between  those  teeth  and  the  canine. 

In  the  last-named  cases  it  is  scarcely  possible  to  avoid  noting 
the  connection  between  these  growths  and  the  conditions  of  preg- 
nancy and  of  severe  headache.  January  3rd,  1888. 


3.  Ranula.     {Card  specimen.) 
By  Frederic  S.  Eve. 

A  ranula  showing  small  lobules  of  gland-tissue  projecting  from 
both  its  inner  and  outer  surfaces.  Microscopically  these 
lobules  of  gland -tissue  had  the  structure  of  tubular  mucous  glands. 
The  contained  fluid  was  very  viscid,  and  gave  no  reaction  to  the  tests 
for  sulpho- cyanide  of  potassium.  The  submaxillary  (Wharton's) 
duct  was  seen  in  dissecting  out  the  cyst,  but  had  no  connection 
with  it.  The  presence  of  gland-tissue  in  the  wall  of  the  cyst,  its 
situation  and  contents,  all  correspond  with  the  description  of  a 
ranula  dissected  post  mortem  by  v.  Recklinghausen,  and  believed 
by  him  to  originate  in  the  gland  of  Blandin   and  Nuhn  at  the 
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fraenum  of  the  tongue  (see  '  Virchow's  Archive,'  Bel.  84,  S.  425). 
Von  Recklinghausen  concludes  that  this  is  the  ordinary  origin  of 
ranula.  December  6th,  1887. 


4.    Tubercular  ulceration  of  tongue.     {Card specimen.) 
By  W.  Hale  White,  M.D. 

The  patient,  a  man  aged  39,  gave  fourteen  months'  history  of 
rapid  phthisis,  with  much  haemoptysis,  sweating,  and  wasting. 
Six  months  ago  he  first  noticed  a  pimple  on  the  dorsum  of  the 
tongue.  There  are  signs  of  phthisis  oyer  both  lungs,  and  the 
larynx  is  very  tender,  and  on  examination  is  seen  to  be  exten- 
sively ulcerated.  The  end  of  the  tongue  looks  as  though  the 
anterior  third  had  been  removed  by  a  transverse  cut.  The  vertical 
surface  thus  presented  is  regularly  indented  by  the  lower  teeth. 
The  edge  of  this  ulcerated  surface  is  a  little  hard,  and  very  slightly 
raised,  whilst  the  surface  itself,  which  is  greyish  red,  is  scattered 
all  over  with  minute  greyish  granulations.  The  patient  cannot 
give  any  date  as  to  the  first  appearance  of  the  ulceration  at  the 
tip.  On  the  upper  surface,  extending  backwards  in  the  middle  for 
an  inch,  and  stai'ting  half  an  inch  behind  the  tip,  is  a  deep  fissure, 
the  edges  of  which  are  slightly  hard  and  in  contact.  On  separa- 
ting them  it  can  be  seen  that  the  surfaces  of  the  cleft  are  covered 
all  over  with  tubercles  similar  to  those  seen  on  the  ulcer  at  the 
tip.  Scrapings  of  these  ulcers  showed  tubercle  bacilli,  but  it  wu.n 
difficult  to  say  for  certain  that  they  could  not  have  come  from 
some  sputum  that  might  have  been  in  the  mouth.  There  were  no 
enlarged  glands.  The  patient  gradually  sank  and  died.  The  post 
mortem  showed  phthisis  of  lungs,  intestine,  and  larynx.  The 
characteristics  of  the  ulceration  do  not  show  at  all  well  after 
death.  January  3rd,  1888. 
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5.  A    submaxillary   gland   removed    ivith    an    unusually    large 
salivary  calculus.     [Card  specimen.) 

By  D'Arcy  Power,  M.B. 

A  submaxillary  gland  removed  with  a  large  submaxillary  cal- 
culus. There  is  a  deep  depression  at  the  upper  and  inner 
part  of  the  gland  where  the  calculus  lay.  At  the  bottom  of  this 
depression  is  "Wharton's  duct,  cut  across  at  the  point  where  it 
leaves  the  gland.  A  piece  of  glass  rod  has  been  passed  along  its 
lumen  into  the  gland-tissue.  The  gland  itself  is  indurated,  but 
otherwise  appears  to  be  healthy. 

(b)  The  salivary  calculus  which  was  removed  from  the  above 
gland.  The  stone  weighs  4'4  grammes,  and  measures  an  inch  in 
its  long  axis  and  one  a  half  inches  in  circumference  at  its  thickest 
part.  It  consists  chiefly  of  phosphate  and  carbonate  of  calcium 
and  magnesium. 

(c)  Cast  of  the  preceding  calculus  to  show  its  oval  shape. 

The  gland  and  calculus  were  removed  by  Mr.  Butlin  from  a 
gentleman  aged  52  through  an  incision  in  the  neck.  The  presence 
of  the  calculus  was  suspected,  but  was  not  discovered  until  after 
the  removal  of  the  gland.  The  patient  had  been  subject  to  occa- 
sional swelling  of  the  submaxillary  region  for  more  than  forty 
years.  There  had  been  permanent  enlargement  and  suppuration 
of  the  salivary  gland  for  some  time  before  the  operation  was 
performed. 

The  gland  and  calculus  are  preserved  in  the  museum  of  St. 
Bartholomew's  Hospital,  Series  xiv,  No.  1826  (a)  and  liii,  No.  245  (a). 
The  cast  is  in  Series  lvi,  No.  117  (a).  November  2nd,  1887. 


6.  Dilatation  of  the  oesophagus. 
By  H.  Handford,  M.D. 


This  specimen1  was  exhibited  hei-e  as  a  card  specimen  in  January 
of  this  year,  forming  one  of  a  series  of  cases  of  oesophageal 
disease.     It  was  taken  from  the  body  of  a  man,  aged  52,  who  was 
1  The  specimen  is  preserved  in  the  Museum  of  the  Royal  College  of  Surgeons. 
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admitted  under  ruy  care  into  the  Nottingham  General  Hospital 
in  July,  1886,  complaining  of  shortness  of  breath,  pain  at  the 
stomach,  and  vomiting.  He  had  suffered  from  vomiting  for  five 
years  at  least.  The  so-called  vomiting  was  found  to  be  more  truly 
regurgitation  of  food,  and  took  place  many  times  a  day.  Food  was 
sometimes  brought  up  at  once,  but  often  retained  for  half  an  hour 
or  an  hour  before  being  regurgitated.  There  was  no  rumination  as 
the  regurgitated  food  was  not  chewed  and  swallowed  again.     He 

Woodcut  3. 


(Esophagus,  with  part  of  the  cardiac  end  of  stomach  laid  open.     One  fourth 

natural  size. 

had  marked  orthopncea,  systolic  recession  of  the  praecordia,  and 
regurgitation  in  the  jugulars,  also  a  double  aortic  murmur  and 
slight  albuminuria.     He  died  on  the  sixth  day  after  admission. 

At  the  inspection,  twenty-four  hours  after  death,  the  pericardium 
was  found  universally  adherent,  the  heart  much  enlarged,  and  the 
cavities  dilated.  The  aortic  valves  were  incompetent,  and  the 
cusps  thickened  and  calcareous.  Weight  of  the  heart  with  the 
arch  of  the  aorta,  22f  oz.  The  aorta  was  enormously  dilated 
and  the  coats  were  atheromatous.     The  dilatation  extended  with 
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little  alteration  to  the  upper  part  of  the  thoracic  aorta,  after  which 
it  diminished  rapidly,  but  when  it  passed  through  the  diaphragm 
the  aorta  was  still  decidedly  increased  in  size.  The  oesophagus 
was  very  markedly  dilated  throughout  its  whole  length,  except  at 
its  passage  through  the  diaphragm,  where  it  was  contracted  to  very 
slightly  less  than  the  normal  size.  The  dilatation  was  fusiform  in 
shape,  and  the  diameter  about  the  middle  of  the  tube,  in  the  recent 
state  and  unopened,  was  just  over  two  inches  (Woodcut  3). 

The  oesophagus  contained  several  ounces  of  fluid  undigested 
food,  chiefly  milk  and  brandy.  The  walls  were  lax,  and  the  tube, 
which  appeared  lengthened  and  was  therefore  curved,  could  be 
rolled  like  a  sausage  from  side  to  side. 

The  measurements  of  the  oesophagus  when  opened,  and  after 
being  in  strong  spirit  for  five  months,  were  : 

Length 10    inches 

Width,  2^  inches  from  the  upper  extremity.         .       3         „ 
Width,  4  „  „  .         .       3i       „ 

Greatest  width,  6£  „  ,,  3|       „ 

Width  just  above  the  cardiac  orifice     .         .         .       If       ,, 
Length  of  this  narrowed  portion  .         .         .1         ,, 

The  coats  appeared  thickened,  but  sections  examined  under  the 
microscope  and  compared  with  sections  of  the  walls  of  a  normal 
oesophagus,  showed  no  very  great  increase  in  thickness.  The 
mucous  and  submucous  coats  were  indurated  and  infiltrated  with 
leucocytes,  showing  a  chronic  catarrhal  change.  ~No  evidence  of 
degeneration  in  the  muscular  coat  was  found. 

The  stomach  contained  only  a  little  mucus,  and  there  was  no 
obstruction  at  the  pylorus  or  other  sign  of  disease.  In  the  middle 
of  the  narrow  portion  of  the  oesophagus,  just  above^  the  cardia, 
was  a  band  of  congestion  about  half  an  inch  wide.  It  is  probable 
that  this  was  a  post-mortem  change. 

There  was  no  apparent  cause  for  the  obstruction  of  the  oesoph- 
agus at  its  passage  through  the  diaphragm,  and  the  consecpient 
dilatation  above,  unless,  as  seemed  probable,  the  very  greatly  dilated 
aorta  had  caused  some  compression.  I  think  it  quite  possible  that 
the  dilated  aorta  may  have  to  some  degree  pressed  the  oesophagus 
against  the  unyielding  central  tendon  of  the  diaphragm  and  so  inter- 
fered with  the  free  passage  of  food. 

Another  possible  cause  is  general  muscular  atony,  as  in  the  cases 
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recorded  by  Klebs1  and  Luschka ;"  or  disease  of  the  vagus,  for  it  has 
been  shown3  that  after  the  vagus  has  been  divided  the  food  lodges 
in  the  lower  part  of  the  oesophagus. 

I  think  the  narrow  part  just  above  the  eardia  cannot  fairly  be 
regarded  as  a  stricture.  The  narrowing  is  chiefly  relative  when 
compared  with  the  dilatation  above.  The  narrowest  portion  is  one 
and  three  quarter  inches  wide  after  prolonged  soaking  in  spirit,  and. 
during  life  therefore  must  have  l-eadily  admitted  the  finger.  There 
was  no  induration  or  thickening  which  could  point  to  a  cicatricial 
condition  or  new  growth.  Simple  strictures,  in  addition  to  their 
excessive  rarity,  one  would  imagine  to  be  almost  of  necessity  con- 
genital ;  and  in  this  case  no  discomfort  was  experienced  till  nearly 
fifty  years  of  age. 

Simple  dilatation  of  the  oesophagus  is  rare,  and  Zenker,1  in  his 
article  in  '  Ziemssen's  Cyclopaedia,'  gives  the  number  of  cases 
hitherto  recorded  as  eighteen. 

Luschka' s  case  occurred  in  a  woman,  aged  50,  who  since  her 
fifteenth  year  had  been  able  to  regurgitate  her  food  without  difficulty, 
and  for  some  years  before  her  death  had  been  accustomed  regularly 
to  chew  over  again  the  regurgitated  food.  After  death  the  oesopha- 
gus was  found  very  greatly  dilated.  There  was  no  trace  of  stricture, 
and  the  eardia  of  the  stomach  showed  no  departure  from  the  normal. 
The  oesophagus  at  its  widest  part  was  nearly  as  large  as  the  fore- 
arm, and  contained  a  large  quantity  of  pultaceous  material.  The 
coats  were  thickened,  the  mucous  less  than  the  muscular ;  and 
Luschka  considered  it  possible  that  the  dilatation  was  caused  by  a 
severe  catarrh  of  the  mucous  membrane,  of  which  abundant  traces 
remained. 

Zenker's  case  forms  a  marked  contrast  to  this  in  point  of  size. 
The  breadth  of  the  tube  when  split  open  (in  an  alcoholic  preparation 
in  which  the  tissues  naturally  were  considerably  shrunken)  was  5 
cm.  at  the  greatest  width  in  the  middle  of  the  dilated  portion,  while  it 
measured  only  3  cm.  just  below  the  pharynx  and  also  just  above 
the  cardiac  orifice.  October  18th,  1887. 

1  '  Ziemssen's  Cyclopaxlia,'  vol.  viii,  p.  51. 

2  '  Vircbow's  Archiv,'  Bd.  42,  Taf.  xi. 

3  Landois  and  Stirling,  p.  328  (2nd  edition). 

4  P.  52.  Up  to  1878.  By  Purton,  Hannay,  Rokitansky  (2),  Delle  Chiage, 
Abercroinbie,  Oppoizer,  Spengler,  Wilks,  Giesse  (2),  Ogle,  Lusclika,  Klebs,  Davy, 
Stern,  Dare,  and  Zenker. 
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7.  Hypertrophy  of  circular  muscular  coat  of  oesophagus  asso- 
ciated with  an  hypertrophied  heart.     {Card  specimen.) 

By  G.  N.Pitt,  M.D. 

An  oesophagus  with  marked  hypertrophy  of  its  circular  coat 
which  is  over  one  sixth  of  an  inch  thick.  The  thickening  is 
most  marked  an  inch  above  the  cardiac  orifice,  and  extends  as  a 
very  thick  coat  for  five  inches,  and  to  a  slighter  degree  for  another 
two  inches.     The  longitudinal  fibres  are  not  much  hypertrophied. 

From  Louisa  T — ,  aged  68,  admitted  under  Dr.  G-oodhart 
with  cerebral  haemorrhage  and  chronic  Bright's  disease.  The 
kidneys  showed  also  extensive  acute  changes  in  the  convoluted  tubes ; 
the  surface  was  granular  and  the  capsules  thick  and  adherent. 
Weight  of  kidneys  10|  oz. 

Heart  21  ^  oz. ;  marked  hypertrophy  of  left  ventricle,  and  hyper- 
trophy with  dilatation  of  the  right  ventricle.  Pericardial,  pleural, 
and  peritoneal  adhesions. 

No  stricture,  dilatation  of  stomach,  or  morbid  growth  could  be 
found  which  would  explain  this  muscular  hypertrophy. 

Wilks  and  Moxon  noted  the  association  of  hypertrophy  of  the 
oesophagus  with  that  of  the  heart,  and  this  probably  is  the  explana- 
tion of  the  present  case,  the  pressure  of  the  large  heart  on  the 
oesophagus  having  incommoded  the  latter  and  caused  difficulty  in 
swallowing.  April  3rd,  1888. 


8.  (Esophagus  and  stomach  with  numerous  ulcers  through  which 
caseous  glands  have  burst.      (Card  specimen.) 

By  G.  N.  Pitt,  M.D. 

mHERE  are  six  groups  of  perforations  connected  with  caseous 
-L  lymphatic  glands  in  different  places  along  the  oesophagus,  the 
pus  from  each  having  burrowed  through  one  or  more  openings  with 
sharply  defined  edges. 

The  stomach  shows  several  raised  nodules  in  the   submucous 
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tissue  which  coutaiuecl  pus.  They  vary  in  size  from  oue  twentieth 
to  one  sixth  of  an  inch,  are  opaque  white  in  colour,  and  on  the 
lesser  curvature  near  the  cardiac  end  is  a  small  perforation  leading 
clown  to  an  adjacent  caseous  suppurating  gland.  There  are  two 
submucous  tubercular  nodules  one  tenth  of  an  inch  across  in  the 
jejunum. 

From  Mary  S — ,  aged  67,  admitted  under  Mr.  Symonds  with 
abscesses  in  the  neck,  on  whom  tracheotomy  had  to  be  performed 
on  account  of  dyspnoea. 

There  was  spinal  caries  affecting  the  sixth  and  seventh  cervical 
vertebrae,  and  the  pus,  burrowing  forwards,  had  set  up  caseation  of 
numerous  cervical  glands.  There  were  large  caseous  glands  com- 
pressing the  left  bronchus,  and  to  a  less  extent  the  lower  end  of 
the  trachea.  April  3rd,  1888. 


9.  A  case  of  congenital  umbilical  hernia. 
By  D'Aect  Power,  M.B. 
[With  Plate  VII,  fig.  2.] 

Although  congenital  umbilical  hernia  is  not  of  extreme  rarity ; 
yet  as  no  specimen  has  hitherto  been  exhibited  before  this 
Society,  I  thought  that  the  following  case  was  of  sufficient  interest 
to  warrant  my  bringing  it  forward  this  evening. 

I  am  indebted  to  the  kindness  of  Mr.  J.  J.  de  Z.  Marshall,  of 
Lamberhurst,  for  the  preparation,  as  well  as  for  the  particulars 
concerning  it.  "  The  mother  is  a  healthy  young  woman,  the 
mother  of  three  previous  children  who  were  girls ;  the  fourth,  born 
on  November  9th,  ]  886  was  a  fine  full-term  boy.  The  labour  was 
quite  natural,  but  a  placentadike  mass  came  away  with  the  abdo- 
men. On  closer  examination  by  the  aid  of  a  candle  this  mass  was 
found  to  be  a  transparent  sac  containing  several  coils  of  small 
intestine.  It  was  situated  in  that  part  of  the  umbilical  cord  which 
was  nearest  to  the  abdomen  of  the  child.  The  cord  was  ligatured 
and  divided  in  the  usual  manner,  and  an  ineffectual  attempt  was 
then  made  to  replace  the  bowel  through  the  umbilical  opening. 
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After  the  application  of  geutle  taxis  for  ten  minutes,  as  the  colour 
of  the  bowel  became  visibly  deeper,  the  sac  was  carefully  opened 
on  a  director  ;  the  gut,  however,  could  not  yet  be  returned  into  the 
abdominal  cavity,  and  it  was  therefore  found  necessary  to  enlarge 
the  umbilical  ring.  About  a  foot  of  small  intestine  was  then  with 
some  difficulty  passed  into  the  peritoneal  sac.  The  edges  of  the 
ring  and  of  the  bowel  were  subsequently  brought  together  with 
silver  wire,  carbolised  dressings  were  applied,  and  the  abdomen 
was  supported  with  a  broad  strip  of  plaster  and  a  bandage.  The 
child  survived  his  birth  and  the  operation  for  three  days,  dying  of 
peritonitis. 

The  tumour  appears  to  be  formed  by  a  dilatation  of  the  coverings 
of  the  proximal  portion  of  the  funis.  It  is  fusiform  in  shape,  and 
has  the  main  constituents  of  the  umbilical  cord  running  as  a  bundle 
along  its  lower  border.  The  wall  of  the  sac  consists  of  a  thin  and 
soft  membrane,  which  was  so  transparent  whilst  the  sjoecirnen  was 
fresh  that  the  coils  of  intestine  could  readily  be  seen  through  it. 
The  external  surface  was  polished,  and  closely  resembled  the  outer 
surface  of  the  cord,  whilst  internally  the  sac  is  covered  with  a 
smooth  layer,  which  is  apparently  derived  from  the  peritoneum. 
At  the  apex  of  the  tumour  the  funis  reappears,  and  has  upon  its 
under  surface  a  cyst  containing  a  viscid  fluid.  A  bristle  has  been 
passed  for  a  short  distance  into  the  umbilical  vein,  and  a  green 
rod  has  been  passed  between  the  sac  wall  and  its  peritoneal  lining. 

I  find  that  Antonio  Scarpa  and  Sir  William  Lawrence,  in  their 
classical  treatises  on  rupture,  have  given  a  complete  account  of  this 
variety  of  hernia,  and  their  descriptions  apply  in  nearly  every 
respect  to  that  which  I  have  just  read.  The  present  case  is  only 
remarkable  in  that  the  child  had  no  other  imperfection,  for  both 
these  authors  state  that  it  is  often  associated  with  some  deformity, 
usually  spina  bifida,  and  on  the  presence  of  the  second  smaller  cyst 
filled  with  fluid. 

The  specimen  is  preserved  in  the  museum  of  St.  Bartholomew's 
Hospital,  Series  xx,  No.  2156  (a),  and  a  drawing  made  before  the  re- 
turn of  the  rupture  in  Series  lvii,  No.  260.  j. 

October  18th,  1887. 
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10.  Adenomatous  polypus  of  umbilicus.      {Card  specimen.) 
By  W.  S.  Colman,  M.B. 

The  polypus,  the  size  of  a  split  pea,  distinctly  pedunculated,  was 
removed  from  just  within  the  dimple  of  the  umbilicus  of  a 
child,  aged  two  months.  It  was  first  noticed  when  the  child  was 
a  fortnight  old.     The  umbilicus  was  closed. 

Microscopically,  the  polypus  was  composed  of  a  core  of  ordinary 
unstriped  muscle,  and  covered  by  a  thick  layer  of  mucous  mem- 
brane, which  contained  Lieberkiihn's  follicles,  adenoid  tissue,  &c, 
exactly  like  the  normal  mucous  membrane  of  the  small  intestine. 

May  15th,,  1888. 


11.   Volvulus  of  the  csecum.     (Card  specimen.) 
By  W.  J.  Walsham. 

The  specimen  consists  of  the  transverse  colon,  the  ascending 
colon,  the  csecum,  a  few  inches  of  the  ileum,  and  a  portion  of 
the  abdominal  parietes. 

The  colon,  tracing  it  backwards  from  the  splenic  flexure,  instead 
of  passing  transversely  across  the  abdomen,  descended  to  the  left 
iliac  fossa  and  thence  turned  upon  itself  and  ran  up  again  to  the 
stomach,  forming  the  U-shaped  bend  seen  to  the  right  of  the  speci- 
men. From  the  stomach  it  passed  nearly  vertically  downwards  to 
the  caecum,  which  was  situated  over  the  last  lumbar  vertebra 
almost  in  the  middle  line.  Thus  there  was  no  ascending  colon  in 
the  normal  situation  in  the  right  loin. 

The  csecum  and  the  beginning  of  the  colon  are  twisted  three 
times  from  right  to  left  around  the  lower  few  inches  of  the  ileum, 
forming  a  corkscrew-like  coil  with  the  csecum  at  the  apex.  The 
piece  of  the  abdominal  parietes  to  which  the  caecum  is  firmly 
attached  by  sutures  was  removed  from  the  middle  line  of  the  body 
midway  between  the  umbilicus  and  the  pubes,  the  spot  at  which 
the  abdomen  was  opened  during  life  for  the  purpose  of  relieving 
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the  intestinal  obstruction  from  which  the  patient  was  suffering. 
The  caecum  was  the  first  distended  coil  that  presented  at  the  opera- 
tion, and  was  at  once  secured  to  the  abdominal  parietes  and 
opened.  No  exploration  of  the  abdominal  cavity  was  made,  as  the 
patient's  condition  at  the  time  of  the  operation  was  too  desperate 
to  admit  of  it.  The  securing  of  the  caecum — the  apex  of  the 
volvulus— to  the  abdominal  wall  effectually  prevented  the  untwist- 
ing of  the  volvulus.  There  was  general  peritonitis,  and  the  caecum 
in  places  was  gangrenous,  but  there  was  no  escape  of  faeces  on 
account  of  surrounding  adhesions. 

The  notes  of  the  case  were  read  at  a  recent  meeting  of  the 
Clinical  Society.  February  2\st,  1888. 


12.  Ancliylostomum  duodenale  ;  intestine  and  parasite  from  a 
patient  infected  with  the  above. 

By  W.  Hale  White,  M.D.,  for  Dr.  Eake,  of  Trinidad. 

Baged  40,  Hindu,  admitted  into  the  Trinidad  Leper  Asylum, 
•  5     June  14th,  1887,  died  November  16th,  1887.     Tubercu- 
lated  leprosy  of  three  years'  duration. 
Chief  symptoms  during  life  : 

1.  Pyrexia  (highest  temperature  104'4°)  partly  due  to  outbreak 
of  tubercles. 

2.  Intense  progressive  anaemia. 

3.  (Edema  of  hands,  with  no  albumen  in  the  urine. 
Necropsy  showed  the  right  pleura  to  be  full  of  fluid ;  there  was 

also  some  in  the  left  pleura  and  peritoneum.  Miliary  tubercles  in 
the  lungs,  liver,  and  spleen.  Anaemia  of  kidneys.  Swarms  of 
Anchylostomum  duodenale  with  haemorrhages  in  the  upper  part  of 
the  jejunum.  None  were  found  in  the  stomach,  duodenum,  or  large 
intestine.  The  ileum  contained  much  black,  disintegrated  blood. 
The  brain,  heart,  and  testes  were  healthy.  Some  fasciculi  of  the 
median  nerve  were  thickened.  Magenta  showed  numei'ous  leprosy 
bacilli  in  the  median  nerve  and  femoral  gland,  a  few  in  the  testes, 
none  in  other  viscera.  January  3rd,  1888. 
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13.   Tubercular  ulceration  of  the  intestine,  associated  xoith  the 
presence  of  fruit-stones.      [Card  specimen.) 

By  Leopold  Hudson. 

This  specimen  was  obtained  from  a  boy,  aged  12,  who  had  been 
under  the  care  of  Dr.  Fin  lay  in  the  Middlesex  Hospital.  The 
ulceration  involved  the  ca3curn  and  the  lower  six  feet  of  small  intes- 
tine. The  entire  mucous  membrane  of  the  caecuin  had  been 
destroyed,  and  it  had  undergone  much  contraction  ;  its  walls  were 
infiltrated  with  caseating  tubercular  deposit,  being  four  times  their 
normal  thickness ;  the  margins  of  the  ulcer  were  scalloped,  thick- 
ened and  overhanging,  and  to  the  surface  were  attached  filamentous 
shreddy  sloughs.  Lying  in  the  ca3cum  were  found  many  plum- 
stones  and  cherry-stones.  The  ulcers  in  the  ileum  were  Dumerous 
and  of  typical  tubercular  character ;  but,  contrary  to  the  general 
rule,  those  highest  up  were  more  extensive  and  deeper  than  those 
nearest  the  ileo-caecal  valve.  The  ulcers  in  the  middle  of  the  ileum 
completely  encircled  the  gut ;  they  exposed  the  muscular  coat  and 
presented,  from  irregular  extension,  a  honeycombed  appearance, 
some  islets  of  mucous  membrane  escaping  the  destructive  process. 
In  many  of  them  contraction  had  taken  place,  reducing  the  calibre 
of  the  gut  quite  one  half,  the  peritoneal  aspect  being  thickened, 
fibrous,  and  showing  numerous  tubercles  beneath  the  surface. 
Lying  in  the  lumen  of  the  gut  opposite  to  each  of  these  contracting 
ulcers  one,  two,  or  three  fruit-stones  were  found,  which  were  of 
very  dark  colour,  and  presented  a  rough  surface.  Lower  down, 
the  ulcers,  though  more  numerous,  were  more  superficial  and  of 
irregular  shape ;  the  lowest  twelve  inches  of  the  ileum  presented 
deep  punctate  pigmentation. 

Many  of  the  mesenteric  glands  were  enlarged  and  caseous,  the 
spleen  was  lardaceous,  and  there  was  recent  tubercular  deposit  in 
the  left  lung.  Microscopical  examination  confirmed  the  view  that 
the  intestinal  lesions  were  tubercular.  A  question  of  great  interest 
raised  by  this  specimen  was  to  what  extent  the  presence  of  foreign 
bodies  had  been  instrumental  in  determining  the  extent  and  posi- 
tion, and  even  iudeed  the  origin  of  the  ulcers.     March  6th,  1888. 


TUBERCULAR  STRICTURE  OF  THE  INTESTINE.  118 

14.  Stricture  of  the  intestine  following  tubercular  ulcer. 
By  Frederick  Treves. 

The  following  is  a  case  of  primary  tubeix-ular  ulcer  of  the  bowel 
that  led  to  a  fatal  stenosis. 

The  patient,  a  lad  of  15,  was  admitted  into  the  London 
Hospital,  under  the  care  of  Dr.  Stephen  Mackenzie,  on  March  7th, 
1887.  He  was  suffering  from  symptoms  of  chronic  intestinal 
obstruction.  He  was  sickly  and  ill  developed,  and  a  member  of  a 
phthisical  family.  The  abdominal  trouble  had  commenced  some 
six  months  before  admission  with  diarrhoea,  followed  by  a  gradu- 
ally increasing  constipation  with  colic,  and  later  on  with  nausea 
and  sickness. 

During  the  patient's  stay  in  the  medical  wards  some  changes 
were  noticed  in  the  apex  of  the  left  lung,  the  lungs  having  been 
reported  as  normal  on  admission. 

The  symptoms  of  obstruction  became  more  and  more  marked, 
and  the  patient  rapidly  lost  flesh  and  strength.  Finally  a  com- 
paratively acute  attack  supervened,  for  which  I  performed  entero- 
tomy.  The  patient's  condition  was  desperate  at  the  time,  and 
peritonitis  had  already  supervened.  He  died  a  few  hours  after  the 
ileum  had  been  opened,  and  about  one  month  after  his  admission 
into  the  hospital. 

The  autopsy  revealed  general  peritonitis.  There  had  been  no 
extravasation  of  faecal  matter.  The  artificial  anus  was  in  the 
lower  end  of  the  ileum.  This  part  of  the  small  intestine  was 
enormously  dilated,  and  its  walls  were  greatly  thickened.  The 
caecum,  commencement  of  the  colon,  and  terminal  part  of  the 
ileum,  were  adherent  to  the  iliac  fossa.  The  caecum  was  con- 
tracted, and  behind  it  lay  a  short  and  adherent  appendix.  A 
stricture  occupied  the  bowel  at  the  point  where  the  caecum  and 
ascending  colon  joined.  The  stricture  formed  a  hard,  rigid,  cir- 
cular ring  that  would  just  admit  the  tip  of  the  little  finger.  Two 
enlarged  caseous  glands  were  found  in  the  vicinity  of  the  stricture. 
The  mesenteric  glands  were  a  little  more  conspicuous  than  normal. 
No  tubercles  were  to  be  found  upon  the  surface  of  the  peritoneum. 

Two  superficial  ulcers,  probably  stercoral  ulcers,  occupied  the 
ileum.     The  rest  of  the  alimentary  canal  was  normal. 
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Caseatiug  deposits  were  found  in  the  apex  of  the  left  lung. 
With  this  exception  the  remaining  viscera  exhibited  no  morbid 
change. 

The  stricture  was  circular,  and  composed  of  very  dense  material. 
The  cicatrix  was  limited  to  the  walls  of  the  bowel,  there  being  very 
little  thickening  of  the  tissues  outside  the  tube.  The  narrowed 
area  occupied  about  an  inch  of  the  intestine  measured  in  its  long 
axis.  There  was  no  ulceration  present.  The  mucous  membrane 
had  been  converted  into  a  dense  cicatricial  tissue.  The  edges  of 
the  scar  were  clearly  defined  from  the  adjacent  normal  mucous 
membrane,  were  much  raised  and  well  rounded.  The  greater  part 
of  the  membrane  was  entirely  undermined  and  separated  from  the 
muscular  coat.  It  formed  a  very  firm  dense  bridge  of  tissue, 
fenestrated  with  cloacae  in  some  twenty  places.  These  cloacae  had 
smooth  rounded  margins,  and  led  into  an  even-walled  submucous 
cavity. 

From  every  part  of  the  surface  of  this  fenestrated  scar  hung  a 
series  of  remarkable  tags  of  tissue,  about  fifty  in  number.  Some 
were  short  and  sessile,  others  reached  to  three  quarters  of  an  inch 
in  length,  and  were  club-like  or  ended  in  rounded  branched  pro- 
cesses. They  were  evidently  formed  from  shreds  of  mucous  mem- 
brane that  had  been  dissected  off  by  a  destructive  process  and  had 
been  converted  into  tough  cicatricial  appendages.  It  was  clear  that 
the  stenosis  was  mainly  due  to  the  contraction  of  the  mucous 
membrane.  It  would  appear  as  if  the  ulceration  had  commenced 
in  a  deposit  in  the  submucous  tissue  that  had  subsequently  broken 
down  and  had  undermined  and  partially  destroyed  the  mucous 
membrane.  The  situation  of  the  ileo-caecal  valve  was  indicated, 
but  it  had  been  widely  opened  up  by  the  enormous  dilatation  of 
the  ileum. 

The  case  may  be  taken  as  an  example  of  primary  tubercular 
ulcer  of  the  intestine  leading  to  stenosis  of  the  canal,  and  associated 
with  subsequent  tubercular  changes  in  the  lung. 

Tubercular  ulcers  of  the  intestine  are  met  with  frequently 
enough  in  the  post-mortem  room,  but  I  imagine  it  is  very  rare  to 
find  that  these  ulcers  have  led  to  a  definite  stricture  of  the  bowel. 
The  term  "  tubercular  "  is  given  to  these  lesions  because  they  are 
found  associated  with  tubercular  manifestations  elsewhere,  with 
phthisis,  or  with  other  and  more  widely  spread  forms  of  tubercu- 
losis.    The  ulcer  has  certain  precise  local  characteristics,  but  it  is 
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questionable  whether  these  are  always  sufficiently  emphatic  to 
alone  form  the  basis  of  a  diagnosis.  The  diagnosis  is  made, 
indeed,  as  much  from  the  environment  of  the  sore  as  from  its 
special  appearance. 

The  trouble  is  usually  secondary,  and  appears,  in  the  great 
majority  of  cases,  as  a  not  very  important  element  in  an  important 
disease. 

On  the  other  hand,  it  is  clear  that  the  tubercular  ulcer  of  the 
bowel  may  appear  as  a  primary  affection,  and  that  even  in  the 
midst  of  other  tubercular  manifestations  it  may  hold— for  a  time 
at  least — the  position  of  the  predominant  disease. 

It  may  be  met  with  in  any  part  of  the  bowel,  but  it  especially 
selects  what  may  be  termed  the  typhoid  region.  It  is  in  fact  most 
common  in  an  area  of  the  bowel  of  which  the  ileo-caecal  valve  is 
the  centre,  especially  attacking  the  lower  extremity  of  the  ileum, 
and  less  frequently  the  caecum  and  the  commencement  of  the  colon. 

The  ulcer  begins  in  the  lymphoid  tissue,  in  the  solitary  glands, 
and  in  Peyer's  patches.  It  first  takes  the  form  of  a  grey,  non- 
vascular speck  that  stands  out  from  the  surrounding  mucous  mem- 
brane. This  island  grows.  If  many  appear  in  Peyer's  patches 
they  may  define  the  peculiar  oblong  outline  of  those  districts.  In 
other  parts  the  affected  spot  remains  rounded.  This  stage  is  well 
illustrated  by  a  specimen  in  the  College  of  Surgeons  Museum 
taken  from  the  bowel  of  a  Cariama,  Nos.  2546,  2547.  The  intes- 
tine in  the  specimen  is  injected,  and  the  affected  spots  stand  out 
boldly  as  little  pale  nodules  against  the  bright  red  mucous  mem- 
brane. The  deposit  soon  breaks  down  by  ulceration,  and  then  the 
diseased  area  sinks  below  the  level  of  the  surrounding  surface. 
The  ulcer  spreads.  It  takes  an  oval  outline,  and  nearly  always  the 
long  axis  of  the  patch  is  parallel  with  the  transverse  axis  of  the 
gut.  The  sore  indeed  tends  to  spread  right  round  the  lumen  of 
the  bowel,  and  to  form  at  last  a  complete  ring  of  ulceration.  Often 
the  ulcer  will  be  found  to  have  extended  along  one  half  or  three 
quarters  of  the  circumference  of  the  tube. 

The  ulcers  are  nearly  always  multiple,  and  as  they  vary  con- 
siderably in  size  in  the  same  specimen  it  is  evident  that  they  differ 
in  point  of  age,  that  they  appear  in  succession  and  not  in  a  simul- 
taneous outbreak. 

The  ulcer  soon  becomes  excavated.  Its  edges  are  flat,  ragged, 
and  sharply  cut,  thinned  and  peculiarly  disposed  to  become  in  time 
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undermined.  In  the  earliest  stage  this  undermining  is  not  appa- 
rent. As  the  case  progresses  it  may  become  very  extensive,  and 
give  to  the  ulcer  a  characteristic  appearance.  The  general  outline 
of  the  lesion  is  regular.  The  base  is  very  uneven.  It  may  at  first 
appear  occupied  by  a  caseous-looking  deposit,  but  usually  it  is 
covered  by  exuberant  and  irregular  granulations,  that  may  rise 
above  the  normal  level  of  the  mucous  membrane.  In  a  later  stage 
the  base  becomes  more  even  and  possibly  quite  smooth,  and  may 
then  exhibit  no  active  inflammatory  process. 

The  undermined  margin  of  the  ulcer  is  apt  to  become  unevenly 
destroyed,  and  there  result  peculiar  tags  of  mucous  membrane  that 
fringe  the  sore.  Some  of  these  may  attain  an  inch  in  length.  If 
the  ulcer  heals  or  heals  in  part  these  tags  persist  as  elongated  or 
rounded  or  club-shaped  processes.  They  ai*e  well  seen  in  the 
specimen  exhibited.  In  other  instances  bridges  of  mucous  mem- 
brane are  left,  or  cloaca-like  apertures  appear  in  the  undermined 
and  widely  separated  membrane. 

In  cases  where  the  destructive  process  advances  rapidly  the 
undermined  edge  may  become  broken  up  into  fine  flocculent  shreds. 
A  specimen  in  the  College  of  Surgeons  Museum  well  illustrates 
this. 

If  the  ulcer  heals  the  margin  becomes  raised,  rounded,  and 
smooth.  It  appears  turned  in,  and  beneath  it  is  often  a  large 
submucous  space,  due  to  separation  of  the  mucous  membrane.  A 
good  example  of  an  ulcer  in  process  of  healing  is  afforded  by 
Specimen  No.  2545  in  the  College  collection. 

In  the  nooks  and  recesses  formed  about  these  ulcers  caseous 
masses  may  sometimes  be  found. 

As  already  stated,  it  is  exceedingly  unusual  for  these  ulcers  to 
lead  to  a  definite  stricture  of  the  bowel.  They  may  lead  to  a  little 
narrowing  of  the  lumen  of  the  tube,  and  specimens  of  this  condi- 
tion are  not  uncommon.  In  my  work  on  Intestinal  Obstruction 
I  have  given  a  figure  of  a  stricture  of  the  jejunum,  said  to  be  due 
to  tubercular  ulceration.  The  specimen  is  in  the  London  Hospital 
Museum,  and  appears  rather  to  be  an  example  of  multiple  simple 
stricture  of  the  bowel  than  of  cicatrix  due  to  tubercular  disease. 

With  the  exception  of  this  doubtful  specimen,  I  am  not  aware  of 
any  example  in  the  Metropolitan  museums  of  a  stricture  of  the 
character  now  under  notice. 

The  very  nature  of  the  tubercular  process  and  the  usual  jjrogress 
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of  the  trouble  are  strongly  opposed  to  the  formation  of  cicatricial 
tissue.  In  scrofulous  and  tubercular  lesions  elsewhere  that  have 
undergone  healing  the  amount  of  cicatricial  tissue  devehyped  is 
usually  of  the  scantiest.  To  produce  a  stricture  of  the  bowel,  and 
especially  a  stricture  of  the  colon  capable  of  causing  symptoms,  it 
is  necessary  that  a  large  amount  of  contracting  fibrous  tissue  should 
be  forthcoming.  The  scrofulous  and  tubercular  ulcer  has  singu- 
larly little  disposition  to  form  this  material,  and  thus  it  is  that  a 
permanent  stenosis  is  so  uncommon. 

With  this  ulcer  of  the  intestine  some  enlargement  of  the 
mesenteric  and  meso-colic  glands  is  invariable.  Such  glands  may 
form  large  masses,  and  they  are  apt  to  persist  even  after  the  ulcers 
have  healed.  The  condition  of  the  glands  is  an  important  element 
in  the  diagnosis  of  the  lesion. 

In  the  advanced  cases  that  commonly  present  themselves  in  the 
post-mortem  room  it  is  not  unusual  to  find  a  deposit  of  tubercles 
throughout  the  peritoneum,  and  it  will  often  be  observed  that  such 
tubercles  are  most  numerous  in  the  immediate  vicinity  of  the 
ulcerated  bowel.  December  6th,  1887. 


15.  Multiple  tubercular  strictures  of  the  intestine.     [Card 
specimen.) 

By  H.  Handford,  M.D. 

The  specimen  was  taken  from  a  lad  aged  17.  He  was  pale  and 
pasty  looking,  rather  thin,  and  had  a  resistant,  distended 
abdomen,  but  was  moderately  well  developed.  He  had  two  calculi 
removed  from  the  bladder  when  nine  years  of  age.  Otherwise  he 
had  been  fairly  well.  His  father  and  mother  were  alive  and  well ; 
the  history  of  brothers  and  sisters,  &c,  was  very  indefinite.  He 
had  been  out  of  work,  and  consequently  short  of  food,  for  five 
months.  His  illness  began  four  months  before  his  admission 
(January  25th,  1888)  with  the  passage  of  small  quantities  of  bright 
red  blood  per  anum  on  two  or  three  occasions.  He  subsequently 
had  irregular  diarrhoea  and  wasting,  and  lost  strength  very  much. 
He  had  very  little  cough  and  no  sputum,  but  there  were  signs  of 
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some  consolidation  at  both  apices,  and  dulness  in  the  interscapular 
region,  with  tubular  breathing,  which  led  to  a  suspicion  of  enlarged 
bronchial  glands.  The  cervical  and  submaxillary  lymphatic  glands 
were  greatly  enlarged  on  the  left  side.  No  enlargement  of  inguinal 
or  axillary  glands.  His  temperature  varied  between  974°  and 
101  8°  at  first,  but  later  kept  much  more  uniformly  about  99°. 
The  bowels  were  moved  from  two  to  four  times  daily,  and  were 
but  little  influenced  by  a  variety  of  astringents,  Nevertheless  he 
gained  8  lbs.  in  weight.  Eventually  he  began  to  pass  bright  blood 
frequently  with  the  motions,  and  complained  of  pain  at  the  "  seat  " 
in  defsecation.  The  stools  were  noticed  to  be  formed,  but  small, 
i.  e.  cylinders  about  half  au  inch  in  diameter.  On  rectal  examination 
a  very  tight  stricture  was  felt  just  within  reach  of  the  index  finger. 
It  was  very  painful  to  the  touch  and  was  surrounded  by  an  indu- 
rated mass  as  large  as  a  small  orange.  A  gum  elastic  rectal 
bougie,  about  the  size  of  a  No.  20  catheter,  was  passed,  under 
chloroform,  by  my  colleague  Mr.  Wright.  The  patient  continued 
as  usual  till  twenty  six  hours  later,  when  the  bowels  were  moved, 
and  he  immediately  complained  of  violent  pain.  He  died  thirty- 
eight  hours  subsequently  of  peritonitis. 

Inspection  fifty-six  and  a  half  hours  post  mortem. — Rigor  mortis 
still  present.  Hypostatic  congestion  moderate  and  of  a  bright  red 
colour.  Abdomen  moderately  distended.  Intestines  reddened  and 
glued  together  by  recent  lymph.  An  area  just  above  the  bladder 
was  shut  off  from  the  rest  of  the  peritoneal  cavity  by  adhesions 
and  was  filled  with  pus.  There  was  no  sign  of  fseculent  extravasation. 
The  small  intestines  were  moderately  distended  with  flatus  ;  the 
greater  part  of  the  large  intestine  was  collapsed.  There  was  about 
a  pint  of  semi-purulent  fluid  in  the  abdominal  cavity.  The  pelvis 
was  occupied  by  a  large,  ill-defined  mass,  which  could  only  be 
removed  by  free  cutting.  On  the  peritoneal  surface  of  the  upper 
portion  of  the  rectum  was  an  opening,  irregularly  rounded  in  shape, 
and  about  5  mm.  in  diameter,  where  the  bougie  had  passed  through 
the  walls  of  the  intestine.  The  rectum  and  sigmoid  flexure  were 
removed  together  with  the  surrounding  mass,  which  consisted 
chiefly  of  fat,  indurated  by  excess  of  fibrous  tissue,  and  having 
several  enlarged  glands  embedded  in  it.  This  fatty  growth  com- 
pletely encircled  the  intestine,  and  was  continuous  with  its  walls. 
When  split  open  the  thickness  of  the  fatty  growth  was  3 — 5  cm.  on 
each  side.     Tin;  thickness  of  the  intestinal  wall  in  the  stricture 
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Woodcut  4. 
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Mesentery,  with  greatly  enlarged  glands,  pancreas,  and  two  portions  of  small 
intestine;  the  left-hand  one  embedded  in  a  mass  of  indurated  adipose  tissue 
continuous  with,  and  growing  from,  the  mesentery.  Both  pieces  of  intestine 
are  narrowed  by  stricture;  they  have  been  laid  open  by  longitudinal  incision, 
and  the  margins  turned  back.  From  a  sketch  by  Dr.  Handford.  Half  natural 
size. 

1.  Deep  ulcer  in  constricted  portion  of  small  intestine  (lower  end  of  jejunum  or 

beginning  of  ileum)  leading  into  au  enlarged  glandular  inflammatory  mass 
(No.  2),  which  has  encroached  upon  and  involved  the  wall  of  the  intestine. 

2.  Inflammatory  tubercular  mass  originating  in  the  mesenteric  glands. 

3.  Tubercular  caseous  nodules  iu  the  head  of  the  pancreas. 

4.  Commencement  of  stricture  of  the  small  intestine  (ileum, — about  twenty  inches 

above  the  valve).  The  figure  points  to  a  roll  of  thickened  mucous  mem- 
brane. Beyoud  that  point  the  mucous  membrane  is  gone,  and  only  the 
indurated,  excoriated,  submucous  tissue  is  left,  marked  by  numerous  shallow 
longitudinal  fissures. 

5.  Thickened  submucous  coat. 

6.  Greatly  hypertrophied  muscular  coat  (circular  fibres). 

7.  Peritoneal  coat,  and  longitudinal  fibres  of  muscular  coat. 

8.  Mass  of  adipose  tissue  indurated  by  a  chronic  inflammatory  process. 

9.  Deep  ulcer  leading  into  the  submucous  tissue. 
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was  I — f  era.  The  stricture  commenced  9  cm.  (three  and  a  half 
inches)  from  the  sphincter  ani.  The  length  of  the  stricture  was 
5  cm.  (two  inches).  The  opening  where  the  bougie  had  perforated 
the  wall  was  3i  cm.  (one  and  three  eighths  of  an  inch)  from  the 
lower  end  of  the  stricture.  That  is  to  say,  it  was  about  two  thirds 
through  and  at  a  point  where  the  lumen  of  the  stricture  changed 
its  direction  rather  abruptly.  The  whole  of  the  tissues  were  very 
hard.  The  raucous  membrane  was  ulcerated  and  in  many  places 
gone,  but  there  was  no  deep  ulceration.  The  mesenteric  glands 
were  greatly  enlarged,  many  reaching  2|  cm.  in  diameter.  There 
was  a  second  stricture  in  the  small  intestine  about  the  junction  of 
the  jejunum  and  ileum.  Length  of  the  stricture  2|  cm.  (about 
one  inch) .  It  was  very  tight  and  admitted  only  a  No.  12  catheter. 
On  the  mesenteric  side  there  was  a  very  deep  excavated  ulcer  H 
cm.  in  length,  leading  into  a  mass  of  indurated  mesentery,  and  so 
perforation  was  avoided.  There  was  no  ulceration  of  the  intestine 
except  at  the  strictures.  This  stricture  was  quite  evidently  pro- 
duced by  the  gradual  involvement  of  the  intestine  from  the  outside 
in  the  tubercular  mass  in  the  mesentery.  There  was  a  third 
stricture  in  the  ileum,  about  a  foot  above  the  ileo-caecal  valve.  It 
was  tight  and  would  only  admit  a  No.  9  catheter.  Like  the  others 
it  was  surrounded  by  a  mass  of  indurated  fatty  tissue  in  which 
several  lymphatic  glands  were  embedded.  The  length  of  the 
stricture  was  8  cm.  (three  and  a  half  inches)  ;  greatest  width 
when  laid  open  3i  cm. ;  greatest  thickness  of  intestinal  wall  H  cm. 

The  mucous  membrane  was  irregularly  destroyed  over  the  greater 
part  of  the  stricture.  The  thickening  was  very  dense  and  hard, 
and  affected  chiefly  the  muscular  and  submucous  coats.  There 
was  a  deep  ulcer  leading  into  the  submucous  tissue.  The  mass  in 
the  mesentery,  which  formed  part  of  the  growth  surrounding  the 
stricture,  was  4|  cm.  in  thickness. 

The  pancreas  had  two  separate  nodules  in  its  head,  one  1|  and 
the  other  1  cm.  in  diameter. 

The  liver  weighed  36^  oz.,  and  had  a  remarkably  elongated,  thin, 
narrow,  left  lobe.  There  were  no  secondary  growths  and  it  was 
not  fatty. 

The  spleen  weighed  5£  oz.  and  contained  two  small  nodules  the 
size  of  a  pea  and  a  No.  1  shot  respectively. 

The  kidneys  weighed  6|  oz.  together,  no  deposits,  normal  in 
appearance,  except  for  the  somewhat  dilated  pelves. 
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The  heart  was  small  but  healthy,  and  weighed  Q\  oz. 

The  brain  showed  no  deposits. 

Both  lungs  were  almost  universally  adherent  and  were  removed 
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Rectum  with  stricture,  embedded  in  a  mnss  of  indurated  adipose 
tissue,  laid  open  by  a  longitudinal  incision.  From  a  sketch  by 
Dr.  Handford.     Half  natural  size. 

1.  Perforation  made  by  bougie  and  passing  through  into  peritoneum. 

2.  Enlarged  tubercular  lymphatic  glands  cut  across. 

3.  Mass  of  indurated  adipose  tissue. 

4.  Peritoneal  coat. 

5.  Muscular  coat. 

6.  Greatly  thickened  submucous  coat. 

The  stricture  commences  with  a  roll  of  mucous  membrane  as  in 
Woodcut  4.  Below  that  the  mucous  membrane  is  gone  for  the 
whole  length  of  the  stricture,  and  only  the  excoriated  sub- 
mucous tissue  is  left  with  numerous  shallow  longitudinal 
fissures. 

with  some  difficulty.     There  was  a  very  extensive  caseous  tubercular 
infiltration  sharply  limited  to  the  upper  lobes  on  both  sides. 
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The  case  was  diagnosed  at  first  as  tubercular  ulceration  of  the 
intestine,  with  possibly  tubercular  peritonitis  of  a  very  chronic 
form.  But  when  the  altered  shape  of  the  faeces  was  noticed,  and 
the  very  tight  rectal  stricture  was  found,  carcinoma  was  suggested, 
the  only  points  against  it  being  the  absence  of  ulceration  of  the 
stricture  and  the  presence  of  tubercular  consolidation  of  the  apices- 

A  careful  microscopic  examination  was  made  of  the  lung,  the 
walls  of  two  of  the  strictures,  the  nodules  in  the  head  of  the 
pancreas,  and  of  the  lumbar  and  mesenteric  glands.  No  tubercle 
bacilli  were  found,  but  no  other  conclusion  could  be  arrived  at  than 
that  the  growths  were  tubercular.  Numerous  giant-cell  systems 
were  found  and  there  was  abundant  caseation. 

In  the  strictures  the  thickening  appeared  to  be  confined  to  the 
submucous  and  muscular  coats,  both  of  which  were  much  thick- 
ened ;  and  the  muscular  coat  was  freely  interspersed  with  caseoxis 
nodules.  April  3rd,  1888. 

P.S. — The  specimens  are  in  the  Museum  of  the  Eoyal  College  of 
Surgeons,  and  Mr.  Eve,  the  Pathological  Curator,  informs  me  that 
he  has  no  doubt  they  are  tubercular. 


16.  Three  cases  of  inflammatory  changes  in  the  intestinal  and 
mesenteric  lymph-glands  in  diphtheria. 

By  Walter  S.  Colman,  M.B. 

[With  Plate  VIII.] 

Martha  P — ,  aged  5  years.  Admitted  December  2nd,  1887, 
with  symptoms  of  laryngeal  obstruction,  &c.  She  had  been 
ailing  for  three  days,  and  dyspnoea  had  been  present  for  thirty-six 
hours.  Patches  seen  on  tonsils.  There  was  a  trace  of  albumin  in 
the  urine.  Tracheotomy  was  performed,  and  a  tube  of  membrane 
removed  from  the  trachea.  The  obstruction  to  respiration  recurred, 
and  she  died  cyanosed  thirty-six  hours  after  the  operation,  or  five 
days  from  commencement  of  illness.  She  passed  only  two  semi- 
solid motions,  which  Avere  light  yellow  in  colour,  "  more  like  jaun- 
dice than  typhoid."     Temperature  never  above  101°. 
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Post-mortem  thirty-six  hours  after  death. — Posterior  surface  of 
soft  palate,  both  tonsils,  and  whole  of  larynx  uniformly  covered  by 
an  unusually  bard  layer  of  membrane.  Below  tracheotomy  wound, 
membrane  occurred  only  in  scattered  patches.  Bronchi  contained 
similar  patches.  There  were  several  areas  of  consolidation  at  the 
bases,  shown  microscopically  to  be  broncho-pneumonia. 

Glands  of  neck  and  anterior  mediastinum  enlarged,  matted  in 
cedematous  connective  tissue,  and  very  hypersemic. 

Kidneys  showed,  microscopically,  early  acute  nephritis. 

Spleen  unusually  small  and  very  pale. 

Liver  in  condition  of  cloudy  swelling. 

(Esophagus  quite  free  from  membrane. 

Stomach  and  duodenum  healthy. 

Jejunum  and  ileum  :  Mucous  membrane  not  hypersemic,  but  all 
the  Peyer's  patches  were  strikingly  prominent,  and  surrounded  by 
a  halo  of  congestion.  They  were  swollen  and  extremely  hyperaeniic, 
and  the  vessels  leading  to  them  were  much  engorged.  They  were 
more  circular  than  usual.  Each  was  bounded  by  a  continuous 
raised  rim  one  eighth  of  an  inch  in  height.  The  patch  was  not 
uniformly  raised,  but  projecting  from  the  floor  were  several 
intensely  congested  convoluted  ridges,  which  formed  a  coarse 
irregular  reticulation.  Both  the  ridges  and  the  floor  were  covered 
by  smooth  mucous  membrane.  There  was  no  diphtheritic  deposit, 
nor  any  ulceration.  The  colon  was  normal.  Microscopically,  there 
was  extreme  swelling  of  the  mucous  and  submucous  coats,  the 
fibres  of  the  muscularis  mucosae  being  broken  up.  The  glands  of 
the  mucous  membrane  were  also  displaced  and  separated  by  the 
abundant  small-celled  exudation.  The  small  vessels  of  the  mucous 
and  submucous  coats  were  much  distended.  The  follicles  in  all 
the  sections  were  quite  distinct.  The  cells  in  the  centre  of  each 
were  rather  swollen  and  ill  defined,  and  took  on  staining  reaction 
very  slowly.  The  muscular  coats  appeared  perfectly  healthy. 
Staining  for  micro-organisms  yielded  only  negative  results. 

Mesenteric  glands  enlarged  to  the  size  of  a  pea,  red  and  soft. 
Microscopically,  there  was  some  proliferation  of  cells  in  the 
follicles.  The  blood-vessels  were  much  dilated.  There  was  no 
hyaline  change,  but  many  of  them  contained  a  very  large  number 
of  leucocytes  (sections  shown).  The  adenoid  reticulum  was  un- 
usually distinct,  and  there  was  swelling  and  proliferation  of  the 
large  endothelial  cells. 
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Case  2. — Mabel  Gr — ,  aged  13  months.  Admitted  suffering  from 
extreme  laryngeal  obstruction.  One  brother  died  of  "  croup." 
Patient  said  to  have  been  in  perfect  health  forty-eight  hours  before 
admission.  Tracheotomy  was  performed,  but  child  died  asphyxiated 
three  days  from  supposed  commencement  of  illness.  Temperature 
never  above  101°.  She  passed  two  semi-solid,  bright  lemon-coloured 
motions,  containing  a  large  quantity  of  mucus. 

Post-mortem  four  hours  after  death. — There  was  a  large  patch  of 
membrane  on  posterior  surface  of  right  tonsil.  Epiglottis  thick. 
Laryngeal  surface  firmly  covered  by  membrane,  which  was  con- 
tinued over  whole  of  larynx.  There  was  a  thin,  more  recent,  and 
very  adherent  layer  all  down  the  trachea,  becoming  thicker  and 
more  oedematous  in  the  larger  bronchi.  Patches  of  collapse  at  both 
bases,  and  at  the  left  base  there  was  a  good  deal  of  broncho-pneu- 
monia. Comparatively  little  enlargement  of  cervical  and  medias- 
tinal glands. 

Heart  normal. 

Spleen  not  enlarged. 

Kidneys  swollen  and  hyperaemic. 

Intestines  :  Malposition  of  the  caecum  which  was  at  the  level  of  the 
umbilicus,  the  ascending  colon  being  only  an  inch  and  a  half  long. 
The  descending  colon  was  normal  in  position,  relations  and  length, 
but  the  sigmoid  was  unusually  long,  and  had  a  very  long  meso- 
sigmoid,  so  that  its  convexity  occupied  the  right  iliac  fossa. 

On  opening  the  small  intestine  exactly  similar  hyperaarnic  swelling 
of  Peyer's  patches  was  found,  the  mucous  membrane  itself  being 
quite  pale.  They  were  more  oval,  and  in  this  case  also  confined  to 
the  small  intestine.  There  was  no  membrane,  and  no  ulceration. 
The  solitary  glands  were  only  slightly  enlarged.  Microscopically, 
the  appearances  were  the  same  as  in  Case  1. 

The  mesenteric  glands  were  very  much  enlarged,  some  being  the 
size  of  a  Barcelona  nut.  Microscopically,  each  follicle  of  the  gland 
was  much  enlarged,  and  there  was  also  extensive  cellular  infiltration 
around  each.  At  the  periphery  of  each  follicle  there  was  also 
abundant  proliferation,  and  at  the  centre  of  each  (as  in  the  centre 
of  each  follicle  of  the  Peyer's  patches)  was  a  mass  of  swollen  ill- 
defined  cells,  some  of  whose  nuclei  were  proliferating,  others 
clear  and  swollen,  and  others  broken  up  and  granular.  Unlike 
the  rest  of  the  cells  in  the  follicle,  they  were  stained  very  slightly 
by  logwood. 


DESCRIPTION  OF  PLATE  VIII. 

To  illustrate  Mr.  W.  S.  Colinan's  paper  on  Intestinal  and  Mesen- 
teric Lesions  in  Diphtheria.     (Page  122.) 

The  drawings  show  extensive  acute  inflammatory  and   ulcerative  lesions   of 
Peyer's  patches.     From  Case  2,  Mabel  G — ,  set.  13  months. 
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Case  3  (shown  as  a  recent  card  specimen,  March  6th,  1888). — 
Thomas  S — ,  aged  3|.  Admitted  March  2nd,  1888,  suffering  from 
laryngeal  obstruction.  On  February  29th  was  playing  about  in 
usual  health.  When  he  woke  on  March  1st  it  was  noticed  that  he 
had  a  "  croupy  cough."  There  was  an  extensive  patch  of  membrane 
on  the  uvula,  extending  for  half  an  inch  on  the  roof  of  the  mouth. 
Tracheotomy  was  performed  at  5  p.m.,  but  the  child  died  next  day, 
sixty  hours  after  apparent  commencement  of  the  disease.  During 
the  operation  the  child  passed  a  fluid  motion  of  a  dark  slate  colour. 
He  had  been  taking  iron.  After  this  bowels  were  moved  at  short 
intervals  until  death.  Temperature  reached  103°  a  few  hours 
before  death. 

Post-mortem  forty  hours  after  death. — On  removing  tongue  and 
thoracic  organs,  membrane  was  found  covering  the  uvula,  tonsils, 
and  posterior  pillars  of  the  fauces,  both  surfaces  of  the  epiglottis, 
and  the  whole  of  the  larynx.  Below  tracheotomy  wound,  softening 
of  the  membrane  had  occurred,  and  it  was  greenish  and  semi-fluid. 
The  same  substance  was  found  extending  down  the  bronchi  as  far 
as  the  base  of  the  right  side.     Not  so  far  on  the  left. 

Lungs  rather  voluminous  and  much  engoi*ged.  Numerous 
extensive  patches  of  collapse  chiefly  along  anterior  border  of  right 
lung.     Bronchial  glands  enlarged  and  very  deeply  congested. 

Kidneys  congested  and  swollen,  lobulations  ususually  persistent. 

Spleen  congested,  not  enlarged. 

Liver  normal. 

Stomach  and  duodenum  cpuite  healthy. 

Jejunum  :  There  were  two  intussusceptions  in  the  middle  of  the 
jejunum,  each  about  two  and  a  half  inches  in  length,  the  upper  end 
being  invaginated.  Each  was  at  the  site  of  a  Peyer's  patch.  On 
opening  jejunum  and  ileum  the  following  conditions  were  noted :  — 
There  was  general  redness  of  the  mucous  membrane.  In  the 
jejunum  five  feet  from  the  pyloric  valve  were  several  brightly 
injected  solitary  glands  projecting  in  the  valvulae  conniventes. 

Below  this  all  the  Peyer's  patches  were  found  acutely  inflamed. 
There  was  surrounding  congestion,  and  the  patch  was  raised  in  an 
uneven  reticulated  manner  as  described  in  Case  1. 

The  inflamed  patches  were  confined  to  the  small  intestine.  The 
colon  was  quite  healthy. 

The  three  cases  just  described  were  three  out  of  four  consecutive 
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cases.  The  fourth  was  one  which  was  under  observation  for  over 
a  week  with  severe  and  extensive  diphtheria  of  the  shin,  and  secon- 
darily of  the  larynx,  and  in  this  case  the  intestine  and  mesenteric 
glands  appeared  perfectly  healthy. 

The  association  of  this  condition  of  Peyer's  patches  with  certain 
cases  of  diphtheria  is  not  a  matter  of  recent  observation,  although 
very  little  is  to  be  found  on  the  subject  in  text-books.  Greenfield 
('  St.  Thomas's  Hospital  Eeports,'  1875)  gives  a  careful  description 
of  the  condition  of  the  intestines  in  several  cases  of  apparently  un- 
complicated diphtheria.  In  all  his  cases  the  mucous  membrane 
of  the  intestine  was  pale,  while  the  lymphoid  structures  were 
intensely  injected.  All  the  patches  were  affected,  and  the  mesen- 
teric glands  were  acutely  swollen. 

Recently  ('  Lancet,'  March,  1888)  Oertel  has  described  micro- 
scopical changes  in  the  intestines  and  mesenteric  glands  precisely 
similar  to  those  in  these  cases. 

Dr.  Goodhart  ('  Diseases  of  Children  ')  mentions  it  in  passing  as 
one  of  the  rare  accompaniments  in  diphtheria. 

In  addition  to  typhoid  and  diphtheria,  scarlatina  has  been  known 
to  give  rise  to  a  similar  condition  of  Peyer's  patches.  Dr.  John 
Harley  ('Med.-Chir.  Trans.,'  1873)  records  twenty-five  cases,  and 
Dr.  Greenfield  ('  St.  Thomas's  Reports,'  1875)  two  cases  of  appa- 
rently uncomplicated  scarlatina  where  this  acute  swelling  of  Peyer's 
patches  was  observed  post  mortem.  April  3rd,  1888. 


17.   Ulcerative  colitis. 
Bv  W.  Hale  White,  M.D. 


Frederick  C — ,  aged  32,  was  admitted  into  Guy's  Hospital 
February  10th,  1887,  for  pain  in  the  abdomen  and  back 
together  with  melaina.  The  family  previous  histories  were  unim- 
portant. Three  weeks  before  admission,  without  any  apparent 
reason,  he  had  an  attack  of  diarrhoea  and  vomiting  with  abdominal 
pain.  A  week  ago  he  had  to  take  to  his  bed,  and  about  the  same 
time  vomiting  set  in.     His  appetite  had  gone  and  he  had  lost  flesh 
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considerably.  On  admission,  nothing  could  be  detected  wrong  with 
the  patient  by  physical  examination  ;  there  was  never  excessive 
tympanites.  The  bowels  were  open  about  ten  times  a  day.  The 
motions  were  dark  red  and  consisted  of  fluid  containing  a  little 
faeces  with  several  small  blood-clots,  and  often  some  yellowish- 
looking  bodies  that  appeared  to  be  small  sloughs  ;  there  was  some 
mucus  at  times,  but  the  motions  could  never  be  called  dysenteric. 
The  temperature  was  about  100°  or  101°  in  the  evening.  The 
vomiting,  diarrhoea,  and  wasting  continued  till  the  patient  sank  in 
about  six  weeks.  At  the  autopsy  it  was  found  that  there  was 
ulceration  of  the  whole  of  the  large  intestine,  beginning  at  the 
caecum  and  extending  to  within  four  inches  of  the  end  of  the 
rectum.  The  ulceration  was  universal,  leaving,  however,  irregularly 
shaped  islets  of  swollen,  congested  mucous  membrane.  The  edges 
of  the  ulcers  were  sharply  defined.  The  floor  consisted  of  exposed 
transverse  muscular  fibre.  There  was  no  attempt  at  repair,  no 
perforation,  peritonitis  or  tubercle.  The  ulceration  was  least 
marked  in  the  caecum  and  rectum. 

This  specimen  is  not  a  very  rare  one.  We  get  one  or  two  like  it 
every  year  among  the  autopsies  at  Guy's;  yet,  considering  how 
very  little  we  know  about  the  condition,  I  thought  it  might  be 
worth  while  to  bring  it  before  the  members  of  the  Society  in  the 
hope  that  they  might  be  able  to  throw  some  light  upon  it.  Dr.  Pitt, 
in  the  '  Pathological  Society's  Transactions '  for  1885,  described  a 
specimen  under  the  title  of  colitis  polyposa  which  I  well  remember 
and  which  was  in  many  points  like  this  ;  the  ulceration  was  in  his 
case  so  deep  that  the  swollen  islets  of  mucous  membrane  left 
behind  looked  like  polypi,  and  hence  the  name  given  to  the  disease. 
It  will  be  observed  that  his  case  was  due  to  dysentery.  The  causa- 
tion of  my  case  was  very  obscure,  and  we  have  occasionally  cases 
of  ulcerative  colitis  in  which  no  cause  whatever  can  be  made  out 
and  which,  therefore,  must  be  looked  upon  as  distinct  from  Dr. 
Pitt's  case. 

The  College  of  Surgeons  Museum  contains  no  specimen  like  the 
one  I  show  this  evening.  The  various  books,  also,  do  not  help  us 
much  with  regard  to  these  cases,  Leube,  in  von  Ziemssen's  '  Cyclo- 
paedia,' and  Rokitansky,  in  his  '  Pathological  Anatomy,'  both 
allude  to  the  condition,  and  would  consider  the  process  might  begin 
in  either  follicular  ulcers  or  catarrhal  ulcers,  both  of  these 
lesions    of   the   large    intestine    about   which   very   little    seems 
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to  be  known  as  regards  cause  and  symptoms.  Nothnagel  ('  Bei- 
trage  zur  Pbysiologie  und  Patliologie  des  Darmes,'  1884)  does  not 
even  allude  to  the  condition. 

I  am  at  present  collecting  all  the  cases  I  can  find.  It  would 
seem  to  be  a  process  the  cause  of  which  is  quite  unknown,  which 
cannot  always  be  predicted  during  life,  which  is  incapable  of  repair, 
and  which  rarely  leads  to  perforation.  December  6th,  1887. 


18.   A  case  of  lymphudenoma  in  which  the  intestinal  y lands 
were  extensively  affected. 

By  W.  B.  Hadden,  M.D. 

I  have  brought  this  case  before  the  Society  because  it  exhibits  an 
overgrowth  of  the  lymphatic  tissue  of  the  intestines  to  a  very 
unusual  degree. 

The  patient  was  a  man,  aged  54,  who  was  under  the  care  of  Dr. 
Bristowe  at  St.  Thomas's  Hospital  for  some  months  during  1886 
and  1887. 

It  is  unnecessary  to  give  more  than  a  brief  account  of  his  sym- 
ptoms during  life.  He  had  been  losing  weight  rapidly  for  at  least 
a  year  before  admission.  On  examination,  he  was  found  to  have  a 
hard,  movable  tumour  in  the  abdomen  below  the  umbilicus  and  a 
little  to  the  right  of  the  middle  line.  There  were  the  signs  of 
effusion  into  each  pleural  cavity  and  into  the  abdomen.  The  lower 
end  of  the  spleen  was  felt  about  the  level  of  the  umbilicus.  Some 
of  the  superficial  lymphatic  glands  were  enlarged,  but  not  to  any 
great  extent.  The  lower  limbs  and  the  scrotum  were  cedematous. 
It  was  necessary  on  two  occasions  to  tap  the  abdomen.  Tbe  fluid 
withdrawn  was  milky  but  blood-stained  ;  its  sp.  gr.  was  1025,  and 
it  contained  much  albumen.  Microscopically,  there  were  leuco- 
cytes and  red  blood-corpuscles,  a  few  large  granular  rounded  cells 
with  large  spherical  nuclei,  and  much  finely  granular  material, 
to  which  the  milky  appearance  was  probably  due.  On  standing 
the  ascitic  fluid  separated  into  an  upper  cream-coloured  opaque 
layer,  and  a  substratum  of  scarlet  clot.     Towards  the  end  of  life 
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a  quantity  of  pus-lite  fluid  accumulated  in  the  anterior  chamber 
of  the  right  eye,  and  bedsores  formed. 

The  temperature  was  usually  normal  or  subnormal ;  it  was  often 
95°,  and  never  rose  above  100-8°.  The  bowels  were  irregular,  some- 
times open  once  daily,  sometimes  not  at  all,  occasionally  relieved 
four,  five,  or  six  times  in  the  twenty-four  hours.  The  character  of 
the  stools  was  not  noted. 

At  the  post-mortem  examination  the  right  pleura  was  found  to 
contain  five  pints  of  thin,  pus-like  fluid  and  the  left  pleura  a  pint 
and  a  half.     There  was  no  pleurisy.     The  pericardium  contained  a 
little  serous   fluid.     There  were  signs  of  general  peritonitis,    the 
adhesions  being  evidently  of  some  standing.     Several  pints  of  fluid 
similar  to  that  seen  in  the  pleural  cavities    were  found  in  the 
peritoneal   cavity.     A   large    tumour,   weighing    nearly    14    lbs., 
was  found  in  the  abdomen,  involving  the  mesenteric  and  retro- 
peritoneal  glands,  but  the  former  to  a  much  greater  extent  than  the 
latter.     On  section,  the  mass  was  pale,  rather  firm,  and  studded 
sparsely  with  recent  haemorrhages.     The  iliac,  inguinal,  cervical  and 
axillary  glands  were  also  affected.     The  urachus  was  thickened, 
dilated,  and  full  of  what  appeared  to  be  inspissated  pus.     On  the 
surface  of  the  right  lung  there  were  some  granulations  which  closely 
resembled  miliary  tubercles,  and  on  the  left  lower  lobe  there  were 
some  yellowish-white  areas  of  new  growth.     In  the  liver  there  was 
a  solitary  nodule  of  growth.     The  spleen  was  large,  measuring  ten 
inches  m  length  and  five  inches  in  breadth.  On  section,  it  was  dull  red, 
studded  with  numerous  small  white  nodules,  apparently  diseased 
Malpighian  bodies,  and  contained  one  large  old  infarct.     The  kid- 
neys were  slightly  granular  but  exhibited  no  sign  of  new  growth. 
The  pharynx,  larynx,  and  oesophagus  were  normal.     Near  the  pyloric 
orifice  of  the  stomach  there  was  one  small,  raised  nodule  of  growth 
about  one  third  of  an  inch  in  diameter,  apparently  arising  in  the 
submucosa.     All  the  intestinal  glands,  solitary  and  agminated  from 
the  duodenum  to  the  rectum,  were  much  enlarged,  elevated,  and 
firm  ;  the  enlargement  was  very  marked  in  Peyer's  patches,  and  in 
the  ileum  near  the  valve  the  masses  were  enormous.     The  growth 
was  strictly  limited  to  the  glands,  and  there  was  no  ulceration.     On 
microscopical  examination,  the  glands  of  the  small  intestine  showed 
abundant  small  round-cells,  evidently  a  hyperplasia  of  the  normal 
lymphatic  tissue.     The  round-celled  growth  was  localised  to  the 
glands,  and  there  was  no  sign  of  invasion  to  neighbouring  parts- 
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Hyperplasia  of  the  lymphatic  tissue  may  of  course  occur  auywhere 
iu  lymphadenoma,  but  it  is  curious  that  the  intestiues  are  com- 
paratively rarely  affected.  I  myself  have  seen  no  other  instance 
in  which  the  intestines  were  affected  at  all,  and  from  inquiry  into 
the  matter  I  have  come  to  the  conclusion  that  the  case  is  very 
unusual  iu  this  respect.  It  is  worth  noting  that  the  disease  in 
the  intestine  was  strictly  limited  to  the  glands,  thus  differing  very 
materially  from  a  case  reported  by  Dr.  Murchison  ('  Trans.  Path. 
Soc.,'  vol.  xx,  p.  192).  In  this  instance  there  was  enormous 
thickening  of  the  coats  of  the  duodenum  and  upper  part  of  the 
jejunum,  apparently  clue  to  deposit  in  the  submucous  and  subserous 
tissue.  Throughout  the  small  and  large  intestine  there  were 
isolated  plates  of  new  growth  in  the  walls,  causing  corresponding 
elevations  of  the  mucous  membrane,  but  Peyer's  patches  and  the 
solitary  glands  were  unaffected. 

Dr.  Sidney  Coupland  has  reported  in  our  '  Transactions '  (vol. 
xxix,  p.  363)  a  case  of  lymphadenoma  which  resembles  very 
closely  the  one  I  describe.  There  was  uniform  hyperplasia  of  the 
submucous  lymphatic  tissue  of  the  intestines,  affecting  the  solitary 
and  agminated  glands  to  an  extreme  degree,  though  the  growth  was 
by  no  means  limited  to  the  glands  but  infiltrated  the  walls  of  the 
intestine  to  a  very  considerable  extent.  The  intestinal  affection 
was,  in  Dr.  Coupland's  opinion,  the  primary  condition.  In  the  case 
I  have  just  described  there  was  no  reason  to  suspect  that  this 
was  so. 

I  should  like  to  direct  attention  to  the  nature  of  the  effixsion  into 
the  serous  cavities  in  my  case.  The  fluid  resembled  that  seen  in 
chylous  ascites,  and  it  is  quite  possible  that  it  was  really  of  the 
same  nature,  its  miliary  colour  being  due  to  the  mixture  of  chyle 
with  the  ordinary  serous  effusion.  October  ~iWi,  1887. 


19.  Large  rectal  polypus. 
By  A.  Marmadtjke  Sheild,  M.B.,  B.S. 

The  specimen  was  removed   by   means    of    the    ligature   from 
a   woman   42    years   of    age.      For    eight   years    she    had 
suffered  from  symptoms  indicative  of  the  disease.     Haemorrhage 
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was  constant,  so  that  a  condition  of  anaemia  was  produced,  and 
sometimes  profuse  bleedings  occurred  reducing  the  patient  to  great 
prostration.  Abundance  of  offensive  and  tenacious  mucus  issued 
from  the  anus  ;  the  presence  of  the  growth  impeded  defecation, 
and  it  afterwards  protruded  from  the  anus.  On  several  occasions 
it  had  become  strangulated,  causing  much  pain  and  difficulty  of 
reduction. 

In  the  recent  state  the  tumour  was  the  size  of  a  small  orange, 
and  attached  by  a  thick  but  soft  pedicle  of  about  one  inch  in  length 
to  the  mucous  membrane  of  the  rectum,  about  one  and  a  half  inches 
from  the  anus,  on  the  dorsal  aspect  of  the  gut.  It  was  dark  in 
colour,  lobulated  and  foliaceous  on  the  surface,  soft  and  lacerable 
in  consistence,  resembling  in  appearance  a  portion  of  pancreas  or 
salivary  gland.  One  of  the  club-shaped  protuberances  was  examined 
microscopically,  and  found  to  consist  of  glandular  and  fibrous 
tissue,  with  a  covering  of  columnar  epithelium. 

Although  from  time  to  time  sj^ecimens  of  rectal  polypi  are  brought 
before  us  here,  or  in  various  publications,  yet  the  present  specimen 
is  sufficiently  interesting,  from  its  size  and  appearance,  to  warrant 
its  production  and  exhibition.  From  its  slow  growth,  the  absence 
of  implication  of  the  mucous  membrane  at  its  pedicular  attachment, 
and  its  minute  structure,  we  are  justified  in  placing  it  under  the 
category  of  innocent  tumours.  The  lobulated  surface  and  foliaceous 
appearance  remind  us  of  villous  growths  of  the  bladder. 

October  18th,  1887. 


20.  Intestinal  concretions.     (Card  specimen.) 
By  W.  B.  Hadden,  M.D. 

The  speeimen  shows  nineteen  distinct  calculi.  They  vary  in  bulk 
from  the  size  of  a  large  cherry  to  that  of  an  orange  pip.  They 
differ  much  in  shape,  some  being  pyramidal,  some  roughly  oval  or 
square,  and  some  irregular.  The  surface  is  dull  white  or  whitish 
brown,  or  of  a  pale  orange  tint ;  some  are  smooth  and  some  rough- 
ened.     Several  of  the  calculi  are  grooved.     Two  have  been  bisected, 
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and  in  these  a  large  brownish  nucleus  is  seen  surrounded  by  white 
material. 

The  patient  was  a  little  girl,  aged  7,  who  had  suffered  for  several 
months  from  chronic  diarrhoea  dependent  on  intestinal  catarrh. 
She  was  treated  during  most  of  this  time  with  chalk  in  various 
forms  and  bismuth. 

At  the  post-mortem  examination  the  concretions  just  described 
were  found  in  the  large  intestine,  chiefly  in  the  transverse  colon. 
The  mucous  membrane  had  been  extensively  ulcerated  by  the 
calculi,  and  there  were  numerous  pouches.  The  chemical  composi- 
tion of  the  concretions  was  as  follows  : — Tricalcium  phosph.  67'65  ; 
Calc.  carb.  T22  ;  nitrogenous  matter  23'47;  moisture  7*41. 

April  3rd,  1888. 


21.  Atrophic  cirrhosis  of  the  liver  showing  irregular  nodular 
prominences  due  to  fatty  degeneration.     {Card  specimen.) 

By  Leopold  Hudson. 

The  liver  was  obtained  from  a  woman,  aged  58,  who  had  been 
under  Dr.  Cayley's  cai*e  in  the  Middlesex  Hospital.  It  weighed 
47  oz.,  its  capsule  was  much  thickened  and  its  edges  rounded.  It 
presented  a  typically  hobnailed  surface  and  was  much  indurated 
except  at  two  places  where  there  projected  forwards  large  nodular 
prominences  or  bosses  which  had  a  smooth  surface  and  soft  con- 
sistence. Of  these  the  larger,  of  hemispherical  shape,  projected 
from  the  upper  surface  of  the  right  lobe,  half  an  inch  from  the 
falciform  ligament,  and  one  inch  from  the  anterior  border ;  it  mea- 
sured three  inches  from  before  backwards,  and  four  transversely. 
The  smaller  boss  was  situated  on  the  upper  surface  of  the  left  lobe 
three  quarters  of  an  inch  from  the  falciform  ligament,  and  one  inch 
from  the  anterior  margin  ;  it  measured  two  inches  in  each  direction. 
Section  of  these  nodular  projections  showed  that  they  consisted  of 
areas  of  liver-tissue  which  had  undergone  fatty  degeneration,  but 
had  escaped  altogether  the  cirrhotic  process  which  affected  the 
rest  of  the  organ,  the  line  of  demarcation  between  the  interlobular 
fibroid  growth  and  the  simple  fatty  degeneration  being  plainly 
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visible  to  the  naked  eye  and  afterwards  confirmed  by  microscopic 
investigation. 

It  is  well  known  that  the  invasion  of  a  tissue  by  one  pathological 
process  frequently  protects  it  from  other  morbid  incursions,  and  it 
is  suggested  that  here  a  preliminary  localised  fatty  degeneration 
rendered  these  areas  of  hepatic  tissue  capable  of  resisting  the  sub- 
sequently developed  cirrhosis.  December  20th,  1887. 


22.  Liver,  portion  of  peritoneum,  and  spleen,  from  a  case  of 
chronic  peritonitis  with  ascites.     {Card  specimen.) 

By  George  F.  Crooke,  M.D. 

The  above  organs  were  removed  from  a  case  of  chronic  peritonitis 
of  two  years'  standing  according  to  the  history  obtainable.  . 
The  patient,  a  boy  aged  14,  was  admitted  twice  into  the  General 
Hospital  suffering  from  ascites.     The  first  occasion  was  on  July 
12th,   1886,  when  the  abdomen  measured  twenty-nine  inches  in 
circumference  at  the  umbilicus.     After  a  stay  in  the  hospital  of 
two  months  he  was  discharged  considerably  relieved.      The  dia- 
gnosis was  chronic  peritonitis  with  ascites.     Eighteen  months  later, 
on  February  7th  of  this  year,  he  was  readmitted  with  his  symptoms 
much  aggravated.     The  abdomen  now  measured  thirty-eight  inches 
in  circumference  at  the  umbilicus,  was  exceedingly  tense,  and  dull 
all  over.     Two  days  after  admission  he  was  tapped,  and  465  oz.  of 
an  orange-coloured  serum  was  removed.     About  six  days  after  the 
operation  symptoms  of  acute  peritonitis  supervened,  and  he  died 
on  February  20th,  thirteen  days  after  admission.     At  no  time  was 
there  any  enlargement  of  the  liver  to  be  made  out ;  beyond  redu- 
plication of  the  second  sound  and  slight  accentuation  of  the  pul- 
monary second  sound  there  were  no  symptoms  or  signs  of  impor- 
tance referable  to  the  heart.     He  had  a  cough  but  no  expectoration, 
and  there  were  moist  rales  heard  at  the  bases.     The  urine  con- 
tained a  trace  of  albumen,  abundant  lithates,  but  no  casts. 

Necropsy  eighteen  hours  after  death. — Lungs :  lower  lobes  col- 
lapsed and  carnified  ;  diffuse  bronchitis  ;  no  pleural  effusion  or 
adhesions. 
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Heart  :  Adherent  pericardium  with  extreme  fibroid  induration 
and  calcification  of  the  inflammatory  product,  the  ventricles  being 
encased,  as  it  were,  in  a  cartilaginous  and  calcified  covering. 
General  chronic,  as  well  as  acute,  peritonitis ;  seventeen  pints  of 
yellow  serous  fluid  containing  flakes  of  fibrinous  and  purulent  lymph 
removed  from  the  peritoneal  cavity.  Small  intestines  matted 
together,  the  hepatic  flexure  of  colon  firmly  adherent  to  the  under 
surface  of  the  liver;  the  transverse  and  splenic  flexures  of  the 
colon  were  adherent  to  the  omentum  and  abdominal  wall  by  semi- 
organised  lymph,  the  meshes  of  which  were  much  infiltrated  by 
sero-purulent  fluid,  forming  in  the  left  hypochoudrium  almost  a 
localised  abscess. 

Liver  weighed  only  30  oz.  General  perihepatitis,  the  thickened 
capsule  being  peculiarly  honeycombed  and  reticulated.  The  calibre 
of  the  portal  vein  and  hepatic  ducts  much  diminished  by  the 
thickening  and  contraction  of  Glisson's  capsule.  Liver-substance 
firm,  tough,  light  brown  in  colour,  with  a  diffuse  ochry  mottling, 
diffuse  fibroid  change  following  the  distribution  of  Glisson's  cap- 
sule throughout  the  organ.  Sections  from  the  peripheral  part, 
including  the  thickened  capsule,  and  also  from  the  central  part  of 
the  liver,  are  shown  under  the  microscope. 

Spleen :  Similar  capsulitis  with  induration  of  the  organ. 

Remarks. — So  universal  an  affection  of  the  serous  capsule  and 
also  Glisson's  capsule  at  its  entrance  into  the  liver  at  the  portal 
fissure  is  by  no  means  common  in  perihepatitis.  It  has  produced 
unusual  shrinking  of  the  organ  itself.  Microscopically  there  is 
great  increase  of  the  fibrous  connective  tissue  following  the  dis- 
tribution of  Glisson's  capsule  in  the  liver,  and  simulating  a  rnulti- 
lobar  cirrhosis.  The  extension  of  tha  fibrous  bands  into  the 
superficial  part  of  the  liver  from  the  capsule  has  resulted  in  atrophy 
of  many  lobules.  The  liver-cells  in  the  interior  of  the  organ  appear 
in  good  condition,  and  their  nuclei  stain  well.  Perihepatitis  of 
the  liver  is  mostly  localised,  and  Hilton  Fagge  says  it  is  rarely 
accompanied  with  a  widely  distributed  cirrhosis. 

May  1st,  1888. 
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DESCRIPTION  OF  PLATE  IX. 

To  illustrate  Dr.  Penrose's  specimen  of  Pericellular  Cirrhosis  of 
the  Liver.    (Page  135.) 

From  drawings  by  A.  Stone. 

Fig.  1. — Section  through  the  right  lobe  of  the  liver. 

a.  Remains  of  liver-substance  but  little  altered. 

b.  Minute    white   specks  entirely   consisting    of  the    interstitial  growth 

(miliary  gummata). 
FlG-.  2. —Section  through  yellowest  portion  near  the  edge  of  the  liver. 

a.  Hepatic  cells. 

b.  Cells  of  interstitial  fibrous  overgrowth. 
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23.  Pericellular  cirrhosis  of  liver  in  a  case  of  congenital  syphilis. 
(Card  specimen.) 

By  F.  G.  Penrose,  M.D. 

[With  Plate  IX.] 

Naked-eye  appearances. — The  liver  occupied  the  upper  half 
of  the  abdominal  cavity,  and  the  edge  of  the  right  lobe 
extended  into  the  right  iliac  fossa.  There  was  no  perihepatitis. 
Weight  20  oz. 

Surface  smooth,  of  a  brilliant  yellow  colour,  spotted  irregularly 
with  fine  white  dots  all  over  the  anterior  surface  of  both  right  and 
left  lobes.  At  the  thickest  part  of  the  right  lobe  the  surface  is 
mottled  from  the  presence  of  liver-substance  of  almost  normal 
appearance.     The  edge  is  hard  and  thickened. 

On  section,  the  tissue  is  very  firm,  the  greater  portion  of  a  bril- 
liant yellow,  speckled  over  with  fine  white  dots  similar  to  those 
seen  on  the  surface,  and  no  distinction  into  lobules  can  be  made  out 
even  with  a  hand  lens.  In  the  centre  of  the  thickest  part  of  the 
right  lobe  a  portion  of  liver-substance  still  remains  of  almost  natural 
appearance  and  consistence.     No  evidence  of  albuminoid  change. 

Microscopical  appearances. — There  is  general  diffuse  fibrous  over- 
growth separating  the  liver  parenchyma  cells  into  small  groups  of 
one,  two,  or  more.  This  fibrous  growth  does  not  appear  to  have  any 
definite  relation  to  the  portal  system.  The  white  specks  mentioned 
above  are  found  to  consist  of  masses  of  this  fibrous  tissue,  in  which 
there  are  no  remaining  liver-cells,  and  which  may  be  considered 
as  miliary  gummata.  This  interstitial  growth  is  only  sparsely 
nucleated,  and  only  very  slightly  vascular. 

Subjoined  is  a  history  of  the  case. 

G.  L — ,  aged  10  weeks,  came  under  the  care  of  Dr.  Cheadle  at 
the  Hospital  for  Sick  Children,  Great  Ormond  Street,  on  February 
5th,  1887. 

Past  history. — The  child  was  born  at  full  term,  fed  entirely  on 
cow's  milk,  and  had  been  wasting  rapidly  during  the  last  fortnight. 
Five  days  before  admission  mother  noticed  a  rash  about  nates,  and 
for  three  days  child  had  been  suffering  from  constant  diarrhoea. 
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No  vomiting.  No  history  of  syphilis  could  be  obtained  from  the 
mother. 

State  on  admission. — Weight  8£  lbs.  ;  emaciated.  Skin  rough, 
sallow,  of  a  muddy  cafe  a%i  lait  colour.  Conjunctivae  distinctly 
yellow.  No  oedema.  On  buttocks  and  about  the  scrotum  the 
skin  is  excoriated,  and  there  are  recent  fissures  about  the  anus  ;  no 
sign  of  any  rash  elsewhere.  The  child  is  drowsy,  takes  no  notice, 
seems  unable  to  cry.  No  snuffling.  Lips  bluish ;  tongue  clean  ; 
buccal  mucous  membrane  of  a  yellowish  tinge.  Abdomen  dis- 
tended ;  resonant  in  the  left  flank.  The  liver  is  enormous  ;  the 
edge  reaches  down  into  the  right  iliac  fossa  and  crosses  the  abdomen 
below  the  level  of  the  umbilicus,  and  is  lost  behind  left  margin  of 
thorax  behind  the  eighth  costal  cartilage.  The  spleen  is  much 
enlarged ;  the  edge  is  felt  two  and  a  half  inches  below  the  margin 
of  the  thorax. 

The  child  gradually  sank,  and  died  four  days  after  admission. 
Whilst  in  hospital  the  physical  signs  remained  unchanged.  Diar- 
rhoea continued ;  averaged  seven  motions  daily.  Stools  liquid, 
of  a  pale  yellow  colour.  Temperature  was  raised,  and  varied  from 
99-4°  to  102°  F. 

Post-mortem. — Some  fat  in  the  subcutaneous  tissues ;  skin 
abraded  and  Avrinkled  about  anus. 

Liver :  See  description. 

Spleen  enlarged ;  weighs  3  oz. ;  very  dark  in  colour,  very  firm  in 
texture.      Under  the  microscope  nothing  abnormal  could  be  seen. 

Kidneys  natural  size ;  very  tough ;  of  a  pale  yellow  colour. 
Capsule  strips  away  readily  enough.  On  section,  the  distinction 
between  cortex  and  medulla  is  difficult  to  see  by  the  naked  eye. 

Suprarenals  large  ;  of  a  dull  red  grey  colour,  quite  unlike  ordinary 
suprarenal  colour. 

Stomach  empty  of  food  ;  contains  a  thick,  tenacious,  dark  brown 
mucus.  The  mucous  membrane  is  perfectly  white.  Intestines 
very  pale.  Mesenteric  glands  enlarged,  and  spotted  over  with 
little  yellow  dots. 

No  pleurisy.  Lungs  :  Lower  lobes  collapsed ;  no  consolidation. 
Larynx  and  trachea  very  pale ;  contain  a  yellowish  red  mucus. 

No  pericarditis.  Natural  quantity  of  normal-coloured  pericardial 
fluid. 

Heart :  No  petechise  on  the  surface,  which  is  tinged  pale  yellow. 
Right  auricle  distended  by  a  pale  firm  yellowish  clot.     Right  ven- 
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tricle  dilated  by  a  large  pale  yellow  clot.  Wall  yellow,  thin,  and 
very  tough..  Tricuspid  and  pulmonary  valves  healthy.  Left 
auricle  coutains  a  small,  pale,  firm  clot.  Left  ventricle  dilated  by 
yellow  clot.  Ventricular  wall  thin,  yellow,  tough.  Mitral  and 
aortic  valves  healthy.  The  internal  surface  of  the  aorta  is  of  a 
bright  golden  yellow  colour. 

Brain  pale  and  firm.     Fundus  of  eyes  perfectly  healthy. 

Remarks. — Although  the  condition  of  the  liver  above  described 
is  well  known,  and  is  described  in  most  of  the  text-books  on 
pathology,  and  in  the  '  Transactions  '  of  the  Society  are  papers 
by  the  following  authors  referring  to  the  same  or  closely  allied 
conditions :  Dr.  Samuel  Wilks,  vol.  xvii,  p.  167 ;  Dr.  Hermann 
Weber,  vol.  xviii,  p.  133  ;  Mr.  Symonds,  vol.  xxxvii,  p.  124 ;  and  in 
vol.  xxvii,  p.  303  Dr.  Coupland  "describes  a  large  gumma  of  a  bril- 
liant orange-yellow  colour,  yet  I  have  thought  it  worth  while  to 
bring  this  specimen  before  the  Society  on  account  of  the  extreme 
degree  to  which  the  interstitial  changes  have  gone,  and  the  remark- 
able appearances  of  the  various  organs  in  a  fresh  state. 

December  20th,  1887. 


24.  A  case  of  primary  carcinoma  of  the  liver. 

By  George  F.  Crooke,  M.D. 

[With  Plate  X.] 

For  the  privilege  of  bringing  before  the  notice  of  the  Society  the 
following  case  of  primary  growth  in  the  liver,  as  well  as  for 
the  card  specimen  shown,  I  am  indebted  to  the  courtesy  of  Sir  W. 
Foster  and  Dr.  Simon,  under  whose  care  the  cases  came. 

The  subject  of  the  primary  growth  in  the  liver  was  a  man  aged 
65,  a  painter  by  trade,  and  there  are  one  or  two  facts  about  his 
family  and  personal  history  worthy  of  mention.  His  father  died 
from  a  tumour  on  the  front  of  the  chest,  caused,  it  was  thought,  by 
a  kick  from  a  horse.     One  sister  died  of  phthisis. 

Forty -two  years  ago  the  patient  violently  sprained  his  back,  and 
was  laid  up  three  to  four  months  in  bed  with  paraplegia.  Ever  since 
then  he  has  experienced  lumbar  pain  on  any  effort  at  exertion. 


138  ORGANS    OF    DIGESTION. 

Eight  years  ago  lie  had  right-sided  pleurisy.  In  July  of  last  year 
he  was  an  in-patient  in  the  hospital  on  the  surgical  side  with  an 
ulcerated  leg,  and  was  discharged  in  September. 

For  some  weeks  before  admission  he  was  under  Dr.  Simon's 
observation  as  an  out-patient,  and  an  attack  of  bronchitis,  with 
chills  and  severe  pain  over  the  region  of  the  liver,  compelled  him 
to  seek  admission  on  January  20th  of  this  year.  At  this  time 
enlargement  of  the  liver  was  observed,  and  Dr.  Simon  sent  him  in 
for  admission  on  the  above-named  date. 

He  was  a  sallow-coinplexioned  man,  but  with  a  decided  icteric 
tinge  of  the  skin  and  conjunctivae,  but  fairly  well  nourished.  The 
abdomen  was  greatly  enlarged,  tense,  tympanitic  in  front  but  dull  in 
the  flanks,  and  there  was  some  amount  of  ascites.  The  liver  was 
uniformly  enlarged,  its  lower  edge,  "hard  and  sharply  defined,  could 
be  easily  felt  two  and  a  half  inches  below  the  costal  margin.  From 
the  ensiform  cartilage  to  the  lower  border  of  the  liver  the  measure- 
ment was  five  inches,  so  that  the  anterior  surface  of  the  organ  could 
easily  be  palpated  over  this  area.  It  felt  comparatively  smooth 
but  very  hard,  and  there  was  much  tenderness  on  palpation.  The 
patient  experienced  a  constantly  dull  aching  pain  over  the  region 
of  the  liver,  both  in  front  and  behind.  He  suffered  also  much 
from  dyspeptic  symptoms,  anorexia,  pain  after  food,  great  thirst, 
with  dryness  of  the  mouth  and  tongue. 

His  further  history  shows  that  his  weakness  increased  ;  he  began 
to  emaciate,  his  jaundice  and  ascites  became  more  pronounced, 
and  were  accompanied  by  considerable  effusiou  into  the  right 
pleural  cavity,  from  which  40  oz.  of  bile-stained  serous  fluid  were 
syphoned  off.  Exploration  of  the  abdominal  cavity  with  an 
injection  syringe  drew  off  some  green-coloured  opalescent  fluid  rich 
in  albumen  and  chlorides,  which  under  the  microscope  was  found  to 
contain  a  few  red  blood-cells,  numerous  leucocytes,  but  no  hydatid 
hooklets.  Exploration  of  rectum  for  primary  growth  negative, 
neither  were  symptoms  present  pointing  to  any  such  growth  in  any 
part  of  the  alimentary  tract. 

The  patient  had  not  been  a  drinker.  Sir  W.  Forster  and  Dr. 
Simon  diagnosed  the  case  to  be  one  of  cancer  of  the  liver.  The 
patient  gradually  sank  from  asthenia. 

At  the  necropsy  the  liver  was  the  only  organ  affected  with 
growth,  and  though  careful  search  was  made,  no  other  primary 
source  could  be  found.     Its  convexity,  corresponding  to  the  vault 
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of  the  diaphragm,  to  which  it  was  adherent,  reached  as  high  as  the 
level  of  the  third  interspace.  It  is  uniformly  enlarged,  weighing 
104  oz. ;  its  transverse  diameter  measured  fourteen  inches,  its 
antero-posterior  eleven,  and  its  thickness  four  inches.  The  general 
shape  is  unaltered.  Its  entire  external  surface  is  uneven  by  the 
presence  of  numerous  circular  nodules  of  growth  projecting  beneath 
the  capsule.  These  nodules  in  the  fresh  condition  were  white  and 
reddish  grey  in  colour,  varying  in  diameter  from  one  tenth  to  one 
half  of  an  inch,  sometimes  quite  discrete,  sometimes  confluent. 
The  smallest  are  white  and  pearly  looking,  and  the  larger  are  dis- 
tinctly umbilicated  in  the  centre. 

On  section,  the  growth  is  more  or  less  diffused  in  the  central  part 
of  the  right  lobe,  where  hardly  any  traces  of  liver  substance 
remain ;  it  is  tough  and  fibrous,  grey  white  in  colour,  but  streaked 
and  mottled  with  yellow  lines,  indicating  fatty  changes.  At  the 
extremity  of  the  right  lobe,  and  throughout  the  whole  of  the  left 
the  discrete  nodular  infiltration  prevails ;  each  larger  nodule  is 
surrounded  by  a  somewhat  vascular  zone  shading  off  into  the  inter- 
vening liver  structure,  which  is  of  a  greenish-yellow  colour  from 
bile  staining,  and  no  fibrous  capsule  could  be  made  out. 

Very  small  raised  nodules,  about  the  size  of  a  millet  seed,  were 
found  in  the  peritoneal  lining  of  the  diaphragm. 

The  gall-bladder  is  atrophied,  empty,  and  its  walls  thickened  ; 
the  cystic  duct  appears  blocked  by  the  pressure  on  it  of  a  small, 
hard,  calcareous  gland,  about  the  size  of  a  small  marble.  One  or 
two  other  portal  glands  were  found  hard  and  infiltrated  by  the 
growth.  Bile-ducts  patent,  and  no  growths  were  found  in  the 
portal  vein.  Seventeen  pints  of  bile-stained  fluid  were  removed 
from  the  peritoneal  cavity.  No  secondary  growths  were  found  in 
other  organs. 

The  inferior  lobe  of  the  right  lung  was  collapsed,  carnified,  and 
airless,  and  two  pints  of  bile-stained  serum  were  found  in  the 
pleural  cavity. 

No  information  as  to  the  origin  of  the  growth  could  be  obtained 
from  histological  examination  of  the  centre  of  the  right  lobe,  where 
the  growth  was  very  diffuse  and  fibrous  in  character,  and  hardly  a 
trace  of  liver  structure  discernible.  The  appearances  here  were 
islets  of  the  fully  developed  growth  (to  be  afterwards  described, 
PI.  X,  fig.  4),  luxuriant  and  staining  well,  alternating  with  similar 
patches  in  an  advanced  stage  of  atrophy  and  degeneration. 
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The  relations  of  the  liver-cells  to  the  growth  are  best  studied  at 
the  periphery  of  small  discrete  nodules,  about  one  tenth  of  an  inch 
in  diameter,  and  separated  by  a  fair  amount  of  liver  substance. 
The  following  are  the  appearances  to  be  observed  on  examining 
sections  taken  from  such  a  part :  (1)  Groups  of  liver-cells  are 
met  with,  distinguished  by  the  extraordinary  size  of  their  nuclei, 
which  stain  deeply  with  haematoxylin  ;  and  one  or  two  of  them 
may  be  seen  to  be  dividing.  (2)  Next  ensues  an  active  division  of 
the  nuclei,  in  which  I  have  been  able  very  well  to  follow  out 
several  of  the  stages  of  karyokinesis  (figs.  1  and  2).  (3)  With 
this  nuclear  division,  vacuolation  and  division  of  the  liver-cell 
itself  occurs,  and  so  at  the  periphery  of  the  smaller  nodules  we  find 
columns  of  liver-cells  in  which  these  processes  are  in  active  progress, 
and  the  transformation  of  the  liver-cells  into  those  of  the  growth 
is  quite  striking  (figs.  2  and  3). 

Lastly,  the  bridges  between  contiguous  vacules  become  absorbed, 
while  the  nuclei  arrange  themselves  at  the  periphery  ;  in  this  way 
a  column  of  liver-cells  becomes  converted  into  a  tubule  lined  with 
a  highly  nucleated  protoplasmic  border,  or  even  filled  with  pro- 
liferating epithelioid  cells  (fig.  3). 

Now,  a  tubule  thus  formed  sprouts  out  in  all  directions,  the 
nuclei  all  the  time  going  on  actively  proliferating,  until  we  arrive 
at  the  fully-developed  growth,  as  illustrated  by  fig.  4,  drawn  from 
the  centre  of  a  small  nodule  one  eighth  of  an  inch  in  diameter,  in 
which  no  degenerative  changes  have  as  yet  occurred.  This  is  seen 
to  be  composed  of  a  number  of  irregularly  branching  tubules 
separated  by  a  fibro-nucleated  stroma,  and  either  lined  or  filled  by 
proliferating  epithelioid  cells  (fig.  4). 

The  growth,  which  I  would  term  an  adenocarcinoma,  repeats 
itself  in  the  infiltrated  portal  lymphatic  gland,  and  in  the  little 
millet- seedlike  nodules  in  the  subsei'ous  peritoneal  lining  of  the 
diaphragm. 

The  other  points  to  be  considered  are : 

(a)  The  stroma :  This  I  believe  to  be  derived  from  the  peri- 
lobular and  intercellular  connective  tissue.  Although  it  contains 
spaces  and  channels,  which  no  doubt  serve  to  convey  nutrient 
plasma  to  the  growth,  red  blood-cells  are  rarely  met  with  in  the 
smallest  nodules.  Only  in  the  larger  ones,  involving  several 
lobules,  where  Glisson's  capsule  enters  considerably  into  the  forma- 
tion of  the  stroma,  are  well-defined  blood-vessels  present. 


DESCRIPTION  OF    PLATE  X. 

To  illustrate  Dr.  G.  F.  Crooke's  specimen  of  Primary  Carcinoma 
of  Liver.    (Page  137.) 

From  drawings  by  himself. 

Fig.  1. — Liver-cells  with  dividing  nuclei  at  the  peripheral  part  of  small 
nodules  of  growth.     Hartnack,  No.  9,  oc.  3.     (600  diam.) 

Fig.  2. — To  illustrate  the  changes  in  the  liver-cells  at  the  periphery  of  the 
smaller  nodules  of  growth. 

a.  A  few  normal  liver-cells. 

b.  Liver-cells  with  large  dividing  uuclei.     bl.  A  nucleus  splitting  up  into 

numerous  divisions. 

c.  Vacuoles  in  a  column  of  liver-cells. 

d.  Intercellular  stroma,  nucleated. 

e.  Intercellular  capillary. 
Hartnack,  No.  7,  oc.  3.     (300  diam.) 

Fig.  3. — Columns  of  liver-cells  in  progressive  stages  of  transition  into  the 
cells  of  the  growth. 

a.  A  few  normal  liver-cells. 

b.  Liver-cells  with  large  proliferating  nuclei  dividing. 
I.  Leucocytes  in  a  vacuolated  space. 

e.  Intercellular  capillary  hlood-vessels. 
v.  Vacuoles. 

f.  Column  of  liver-cells  in  which  the  nuclei  are  actively  proliferating  and 

the  protoplasm  of  the  liver-cell  Decerning  at  the  same  time  vacuolated 
(v). 
G.  A  column  of  liver-cells  in   which  the  hridges  between  the  vacuoles 
have  become  absorbed.     The  proliferating  nuclei  are  all  arranged 
peripherally  so  that  the  column  has  become  tubulated,  i.e.  resembles 
a  tubule  lined  with  a  highly  nucleated  protoplasmic  border. 
i.  Blocks  of  colloid  material  resulting  probably  from  degenerated  epi- 
thelium.    (400  diam.) 
Fig.  4. — From  the  centre  of  a  small  nodule  one  eighth  of  an  inch  in  diameter. 
It  shows  the  fully-developed  growth.     Hartnack,  obj.  5,  oc.  2,  tube  out.     (140 
diam.) 
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(b)  Secondary  changes  in  the  growth  are  increase  in  the  fibrous 
stroma  and  fatty  degeneration  of  the  cells,  the  whole  breaking 
down  eventually  into  a  structureless  debris. 

(c)  Changes  secondary  to  the  presence  of  the  growth. — The  bile- 
ducts  show  irritative  proliferation  of  the  nuclei  of  their  lining 
epithelium,  simply  as  a  result  of  local  obstruction  to  the  biliary 
circulation  as  in  biliary  cirrhosis.  The  intercellular  biliary  canals 
are  here  and  there  seen  much  dilated  and  filled  with  green- 
coloured  bile.  Groups  of  liver-cells  are  seen  to  be  undergoing 
pressure  atrophy,  both  from  the  encroachment  of  the  growth 
itself,  as  well  as  from  localised  stases  of  the  intercellular  blood 
capillaries. 

Records  in  medical  literature  of  cases  of  primary  growths  of  the 
liver  are  now  fairly  numerous,  and  not  a  few  are  to  be  found  in 
the  volumes  of  the  Society's  '  Transactions.'1 

Up  to  the  time  of  Waldeyer's  important  paper  in  '  Virohow's 
Archives  '2  on  the  Development  of  Cancer,  primary  growths  of  the 
liver  were  believed  to  originate  almost  exclusively  from  the  bile- 
ducts. 

Since  that  time  another  mode  of  origin  has  been  described  by 
various  authorities,3  viz.  from  the  liver-cells. 

Although  in  this  case  it  is  not  possible  conclusively  to  determine 
the  origin  of  the  growth  in  that  part  of  the  liver  which  in  all  pro- 
bability was  its  primary  seat,  viz.  the  centre  of  the  right  lobe,  yet 
the  manner  in  which  the  liver-cells  everywhere  contribute  to  its 
formation  in  its  diffusion  throughout  the  organ  is  certainly  remark- 
able and  demonstrated  beyond  all  doubt,  and  would  moreover 
almost  seem  an  argument  in  favour  of  the  first  beginnings  of  the 
growth  in  this  way. 

The  diffusion  of  the  growth  appears  to  take  place  by  the  portal 
veins  as  well  as  by  direct  contiguity.  Many  of  the  veins  are  seen 
dilated  and  filled  with  the  cells  of  the  growth,  and  thus,  as  sug- 
gested in  Prof.  Coats'  criticism  on  the  subject,  some  influence  is 
propagated  to  the  liver-cells  stimulating  them  to  proliferation. 

1  Greenfield,  1874,  vol.  xxv ;  Mahomed,  vol.  xxviii ;  Paul,  vol.  xxxvi ;  Tivy, 
vol.  xxxv ;  Pye-Sniith,  vol.  xxxi ;  G.  N.  Pitt,  vol.  xxxviii ;  Fowler,  vol.  xxxiii. 

2  "  Die  Entwickelung  der  Carcinome,"  '  Virch.  Arch.,'  Bd.  51  and  55. 

3  Perls,  '  Virch.  Archiv,'  56  ;  Dreschfeld,  '  Journ.  Anat.  and  Physiol.,'  1880  ; 
Fetzner,  '  Beitrage  zur  Histologic  des  Leberkrebs,'  Tubingen,  1868;  Harris, 
"  Ueber  die  Entwickelung  des  primaren  Leberkrebs,"  'Virch.  Arch.,'  Bd.  100; 
with  full  references  to  the  literature  on  the  subject. 
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The  fully-developed  growth  is  atypical,  and  bears  no  resemblance 
to  certain  adenomata  of  the  liver  described  as  occurring  in  cirrhotic 
livers  by  Paul1  and  Kierner  and  Kelsch2  (see  their  drawings  and 
papers).  It  corresponds  very  closely  with  that  described  by  Dr. 
Pitt3  as  a  primary  seirrhus  of  a  tubular  type.        May  1st,  1888. 


25.  Carcinoma  of  common  bile-duct.  Microscopic  sections  from 
two  cases  of  primary  new  growth  in  the  wall  of  the  common 
bile-duct. 

By  Norman  Moore,  M.D. 

Case  1. — From  a  man,  aged  47,  a  patient  under  my  care  in  St. 
Bartholomew's  Hospital. 

The  section  is  made  through  the  wall  of  the  common  duct  about 
half  way  between  its  commencement  and  its  terminal  orifice.  It 
seems  to  be  developed  from  the  large  flattened  epithelial  cells  of 
the  duct,  and  as  it  extends  outwards  into  the  duct  wall  the  cells 
appear  in  the  meshes  of  well-developed  but  not  very  dense  stroma. 
In  this  are  included  many  cross  sections  of  the  mucous  glands 
which  open  into  the  duct,  and  in  the  midst  of  the  new  growth  are 
also  a  few  imperfectly  developed  mucous  glands. 

Towards  the  liver  the  new  growth  penetrated  the  hepatic  substance 
at  a  few  isolated  points  and  only  for  a  very  short  distance.  To  the 
naked  eye  no  infiltration  of  the  liver  was  visible,  and  there  were  no 
secondary  deposits  in  it. 

The  lumen  of  the  common  duct  was  wider  than  natural,  and  the 
epithelial  surface  was  very  faintly  bile  stained,  almost  white.  The 
duct  contained  a  good  deal  of  mucus,  but  a  probe  was  easily  passed 
down  it  from  the  papilla.  The  gall-bladder  was  greatly  distended 
with  bile.  Its  walls  were  not  thickened.  There  was  no  general 
dilatation  of  the  ducts  in  the  liver,  and  no  general  increase  of 
connective  tissue. 

Deep   general  jaundice  was  present,  and   the   body  was   much 

1  '  Path.  Trans.,'  vol.  xxxvi. 

2  '  Archives  de  Physiologie,'  1876. 

3  '  Path.  Trans.,'  vol.  xxxviii. 
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wasted.  There  was  no  dropsy.  The  brain  was  normal,  and  there 
was  no  new  growth  in  head  or  neck.  There  was  no  new  growth  in 
the  chest. 

The  lungs  were  firmly  adherent  at  their  apices  and  both  apices 
contained  tubercle. 

The  heart  was  normal,  and  the  aorta  and  large  blood-vessels 
were  not  anywhere  calcified. 

The  glands  of  the  hilum  of  the  liver  contained  no  new  growth, 
and  none  were  found  in  any  other  abdominal  lymphatics. 

The  whole  alimentary  tract  was  free  from  new  growth. 

The  spleen  was  somewhat  enlarged  and  soft,  weighing  10  oz. 

The  pancreas  was  minutely  examined,  and  found  to  be  normal 
throughout. 

The  kidneys,  suprarenals,  ureters,  and  bladder,  and  urethra  were 
all  normal,  and  contained  no  trace  of  new  growth. 

The  cartilages  of  the  knees  and  great  toe  joints  on  both  sides 
were  free  from  degeneration  or  deposit. 

The  patient  was  a  machine  fitter.  His  jaundice  began  on  or 
about  June  12th,  1886.  He  had  never  had  jaundice  or  any  serious 
illness  before.  The  jaundice  came  on  after  a  few  days  of  pain  at 
the  epigastrium  after  taking  food,  and  without  any  attack  of  colic. 
He  stated  that  he  had  been  losing  flesh  slightly  for  two  years. 

He  was  very  thru  when  admitted  to  St.  Bartholomew's  Hospital 
on  July  22nd,  and  deeply  jaundiced.  His  temperature  was  normal. 
The  edge  of  the  liver  was  not  to  be  felt,  nor  was  the  spleen 
enlarged. 

On  August  1st  his  jaundice  was  not  diminished,  but  about 
August  11th  it  became  a  little  less  intense,  and  some  bile  was 
observed  in  the  stools.  On  August  18th  they  were  again  quite 
without  bile. 

On  September  10th  he  was  sent  to  a  convalescent  hospital.  He 
weighed  9st.  lib.  on  July  27th,  and  9st.  41bs.  on  September  7th. 

On  October  13th  he  was  readmitted,  obviously  much  thinner, 
and  weighing  8st.  41bs. 

He  was  still  deeply  jaundiced.  The  gall-bladder  could  be  dis- 
tinctly felt,  and  slowly  increased  in  size. 

He  grew  steadily  weaker,  and  died  November  8th. 

Case  2. — From  a  woman,  aged  63,  who  was  under  my  care  in 
St.  Bartholomew's  Hospital. 

The  section  is  made  through  a  dense  whitish  mass  of  new  growth 
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which  occluded  completely  the  common  duct  and  the  cystic  duct. 
It  shows  a  carcinomatous  growth  with  very  dense  fibrous  stroma, 
and  scattered  collections  of  flattened  cells  of  epithelial  type. 

The  cavity  of  the  duct  was  discoverable,  though  its  walls  were 
in  contact,  and  the  new  growth  extended  from  it.  The  liver  was 
only  penetrated  in  the  immediate  neighbourhood  of  the  duct. 

The  gall-bladder  itself  was  occluded,  being  adherent  to  the  walls 
of  a  small  hydatid  cyst  containing  creamy,  caseous  material,  but 
its  fundus  contained  no  new  growth.  There  were  no  secondary 
deposits  in  the  liver. 

The  bile-ducts  were  dilated  throughout  the  liver,  and  the  organ 
itself  was  cirrhotic,  and  of  a  dark  green  colour.  There  were  no 
secondary  growths  in  any  part  of  the  body. 

The  patient  was  a  married  woman  who  had  had  nine  children. 
She  had  had  pain  at  intervals  in  the  epigastrium  for  two  years, 
and  after  losing  flesh  for  two  months  became  jaundiced,  June  15th 
1886. 

On  her  admission,  on  July  6th,  she  was  very  deeply  jaundiced. 
The  edge  of  the  liver  could  not  be  felt.  Some  weeks  later  the 
jaundice  was  deeper  and  the  gall-bladder  (as  it  afterwards  proved 
to  be)  was  felt  as  a  hard  lump  at  the  lower  edge  of  the  liver. 

She  became  more  and  more  jaundiced  and  weaker,  and  died 
December  4th,  1886. 

These  were  both  cases  of  primary  carcinoma  of  the  common  bile- 
duct.  In  the  man  the  absence  of  any  history  of  colic  or  of  any 
tumour  except  the  distended  gall-bladder  made  the  diagnosis 
difficult  during  life.  At  the  post-mortem,  but  for  the  microscopic 
examination  of  the  duct,  the  new  growth  might  have  been  over- 
looked, and  it  seems  likely  that  some  cases  (in  which  no  such 
examination  was  made)  recorded  as  examples  of  chronic  catarrh  of 
the  bile-duct  were  really  examples  of  new  growth. 

In  the  post-mortem  room  I  have  never  seen  an  example  of  chronic 
catarrhal  jaundice. 

The  case  of  the  woman  shows  the  further  results  of  the  growth 
viz.  cirrhosis  of  the  liver  caused  by  the  consequent  dilatation  of  the 
ducts,  and  illustrates  the  direction  in  which  primary  carcinoma  of 
the  common  bile-ducts  spreads  viz.  directly  into  the  surrounding 
structures  without  remoter  infiltrations,  even  the  glands  of  the 
hilum  of  the  liver  not  being  affected.  This  form  of  new  growth  is 
rare,  and  its  nearest  ally  is  to  be  found  in  the  pancreas,  where 
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primary  carcinoma  also  begins,  in  many  cases,  in  the  epithelium  of 
the  ducts,  and  exhibits  the  same  strictly  localised  character,  only 
spreading  directly  into  contiguous  tissues. 

In  the  pancreatic  duct,  as  in  the  common  bile-duct,  calculus  fre- 
quently exists,  and  may  be  considered  an  exciting  cause  of  the  new 
growth. 

In  both  the  cases  described  in  this  paper  calculus  was  absent. 
No  definite  origin  can  be  assigned  in  the  case  of  the  man.  In  the 
woman  the  hydatid  ultimately  destroyed,  and  caseating  in  the  gall- 
bladder may  have  given  the  initial  irritation  which  terminated  in 
the  carcinoma. 

The  duration  of  the  growth  deserves  note ;  it  was  clearly  slow 
in  both  cases. 

In  the  man  the  symptoms  extended  over  two  years  and  six 
months,  and  he  died  five  months  after  the  appearance  of  jaundice. 

The  woman  had  symptoms  for  the  same  period,  and  died  at 
about  five  months  after  the  new  growth  was  advanced  enough  to 
cause  jaundice. 

The  morbid  anatomy  demonstrates  how  difficult  the  diagnosis  of 
such  cases  must  remain.  It  seems  to  afford  grounds  for  the  opinion 
that  primary  carcinoma  of  the  common  bile-duct  has  a  duration  of 
about  two  years  and  a  half,  and  shows  that  it  may  in  that  time 
cause  death  by  general  exhaustion  with  or  without  producing 
cirrhosis  of  the  liver.  January  17th,  1888. 


26.   Cancer  of  common  bile-duct.     (Card  specimen.) 
By  J.  A.  Ormeeod,  M.D. 

Jtjst  below  the  junction  of  the  cystic  and  hepatic  duct  the  common 
duct  was  blocked  by  a  mass  of  soft  whitish,  sprouting  new 
growth.  For  a  short  distance  above  this  the  mucous  membrane 
was  granular  and  thickened.  The  ducts  above  were  enormously 
distended,  and  contained — the  cystic  duct,  thin  purifoim  fluid,  and  a 
mass  of  pultaceous  debris,  the  hepatic  duct,  a  soft  yellowish  mass 
(of   bile-stained  mucus  ?).     The  common  duct  below  the  growth 

10 
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was  large,  but  its  mucous  membrane  was  natural.  Externally  the 
coats  of  the  gall-duct  were  natural. 

Pancreas  natural,  could  be  dissected  clean  off  the  gall-duct ; 
pancreatic  duct  normal. 

Gall-bladder  distended  with  thin  puriform  fluid,  and  contained 
several  gall-stones.     No  stones  in  the  ducts. 

Liver  swollen  and  greenish,  ducts  dilated ;  no  new  growths. 
Except  for  a  fibroid  tumour  of  uterus  there  were  no  other  new 
growths  in  the  body.     Bright  jaundice  ;  no  ascites. 

Microscopically,  the  tumour  proved  to  be  encephaloid  cancer 
(Mr.  D'Arcy  Power). 

The  patient,  a  female  aged  58,  died  in  St.  Bartholomew's  Hospital 
under  the  care  of  Sir  Dyce  Duckworth,  on  February  14th,  1888  ; 
jaundice,  preceded  by  loss  of  flesh,  nausea,  and  vomiting,  had  deve- 
loped gradually  in  the  previous  October.  No  history  of  biliary 
colic.  She  had  pericarditis,  febrile  symptoms  and  delirium  before 
death.  May  15th,  1888. 


27.  Hydatids  of  spleen,  liver,  brain,  etc.     (Card  specimen.) 

By  Bernard  O'Connor,  M.D. 

Male  patient,  aged  37.  Profuse  haemoptysis  (?)  three  years  ago. 
Moderate  drinker.  Until  about  a  couple  of  weeks  before 
admission,  on  March  13th,  1888,  into  the  North  London  Consump- 
tion Hospital,  he  had  been  in  the  Middlesex  Hospital,  where  he  had 
an  attack  of  jaundice  preceded  by  severe  abdominal  pain  which 
had  lasted  a  fortnight.  No  history  of  any  strain.  Bad  cough. 
Aphonia.  Occasional  haemoptysis,  oedema  of  feet  and  malaria. 
Greatly  emaciated.  Dyspnoea  on  exertion.  Dry  tongue.  Cachectic 
appearance.  Jaundiced.  Abdomen  hard  and  much  enlarged  by 
prominent  tumour.  No  fluctuation.  Considerable  mapping  out 
of  superficial  abdominal  veins  limited  by  costal  margins.  Died 
May  5th. 

Post-mortem. — Liver:  Three  large  hydatid  cysts  (one  =  one  and 
a  half  pints). 
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Spleen :  One  cyst  occupying  whole  extent  of  organ,  which  is 
reduced  to  a  mere,  but  firm,  shell  holding  about  two  pints. 

Brain  :  One  cyst  about  the  size  of  a  small  pea,  in  the  left  choroid 
plexus. 

Lungs :  Old  cavities  at  apices,  semi-solid  below. 

Jejunum  :  Ulcerated  patches  in  lower  part. 

May  15th,  1888. 


28.  A  case  of  carcinoma  of  the  pancreas  and  semilunar  ganglia. 
By  W.  Hale  White,  M.D. 

Ann  G- — ,  aged  54,  was  admitted  into  Miriam  Ward,  Guy's  Hos- 
pital, on  June  25th,  1887.  Two  years  before  admission  she 
began  to  complain  of  vague  abdominal  paiu.  Three  months  ago 
vomiting  set  in,  and  she  noticed  that  she  was  losing  flesh.  The 
only  points  to  be  observed  on  admission  were  her  somewhat  wasted 
condition,  which  was  not,  however,  more  than  might  be  explained 
by  the  vomiting,  some  abdominal  pain  and  tenderness,  rather  vague 
in  position ;  and  on  the  flexor  surfaces  of  all  four  extremities,  on 
the  abdomen  and  in  the  axilla,  were  numerous  petechia.  After  a 
few  days'  stay  in  the  hospital  she  gradually  sank  and  died  as  a 
result  of  the  continual  vomiting.  The  post-mortem  examination 
showed  a  carcinomatous  growth  to  exist  in  pancreas  extending  for 
its  whole  width,  but  leaving  the  tail  and  the  head  free  ;  above  it 
had  invaded  the  connective  tissue  about  the  cceliac  axis  ;  below 
there  was  a  fibrous  band  binding  down  the  small  intestine  at  a  spot 
six  inches  below  the  end  of  the  duodenum.  The  calibre  of  the  gut 
was  here  reduced  to  the  diameter  of  the  forefinger.  The  growth 
was  very  hard. 

Examination  with  the  microscope  showed  it  to  be  a  typical 
scii*rhus  carcinoma.  It  had  slightly  invaded  both  suprarenal 
capsules  and  had  grown  into  the  semilunar  ganglia,  the  dense  fibre 
tissue  of  which  seemed,  however,  to  present  a  considerable  bar  to 
its  progress.  The  nerve-cells  were  granular  and  slightly  pigmented 
but  filled  their  capsules  fairly  well ;  their  nuclei  were  not  very 
evident.  Some  bundles  of  nerve-fibres  were  healthy,  but  at  many 
parts  of  the  section  it  might  be  seen  that  the  circular  space  in  the 
connective  tissue  of  the  ganglion  in  which  a  bundle  of  nerve-fibres 
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lies  was  occupied  partly  by  degenerated  nerve-fibres,  and  partly  by 
carcinomatous  cells.  It  was  clear  that  the  epithelial  cells,  once  having 
eaten  their  way  into  the  sheath  of  the  nerve,  grew  along  the  nerve 
inside  the  sheath,  this  direction  offering  less  resistance  than  the 
dense  connective  tissue.     At  some  places  the  epithebal  cells  might 

Woodcut  6. 


Transverse  section  of  a  bundle  of  nerve-fibres  in  the  semilunar 
ganglion.  The  only  unaffected  nerve-fibres  are  at  A.  They  are  cut 
obliquely.  The  rest  of  the  bundle  is  occupied  by  cancer-cells  which 
have  grown  along  it.     Some  have  dropped  out. 

be  seen  growing  into  the  sheath  of  the  nerve  (Woodcut  6).  With 
the  exception  of  the  lesions  described  the  whole  of  the  body  was 
perfectly  healthy. 

This  is  a  case  of  very  great  interest.  Primary  carcinoma  of  the 
pancreas  is  very  rare,  and  it  is  to  be  noted  that  in  this  case  it  was 
confined  to  the  middle  of  the  gland.  But  the  greatest  interest  lies 
in  the  affection  of  the  semilunar  ganglia.  Very  few,  if  any,  cases 
of  malignant  disease  affecting  these  organs  are  on  record,  and  we 
learn  from  this  specimen  the  peculiar  mode  of  growth  along  the 
bundles  of  nerve-fibres.  I  have  examined  many  hundreds  of  sym- 
pathetic ganglia  and  have  shown  elsewhere  that  the  normal  condi- 
tion of  the  nerve-cell  in  the  human  subject  is  much  the  same  as  we 
observe  in  this  specimen,  so  that  the  granular  condition  here  seen 
must  clearly  not  be  ascribed  to  the  invasion  by  the  growth. 
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Of  the  symptoms  the  vomiting  may  be  explained  by  the  obstruc- 
tion of  the  intestine.  The  wasting  was  not  more  than  the  vomiting 
and  the  presence  of  malignant  disease  would  explain.  Pain  is  com- 
mon to  malignant  growths  in  any  part  of  the  body,  and  petechia?  are 
liable  to  be  present  in  patients  in  an  underfed  condition.  It  has 
long  been  known  that  growths  in  the  pancreas  produce  no  sym- 
ptoms recognisable  during  life,  but  this  case  seems  to  teach  us  in 
addition  that  the  semilunar  ganglia  may  be  implicated  by  growth 
and  yet  that  that  no  symptoms  will  be  occasioned  by  which  the 
affection  of  the  ganglia  can  during  life  be  recognised,  although  it 
is  possible  that  in  this  patient  some  of  the  symptoms  which  can  be 
explained  by  the  contraction  of  the  intestine  were  really  due  either 
to  the  affection  of  the  pancreas  or  semilunar  ganglia.  But  I  have 
placed  the  case  on  record  because  it  is  some  evidence  that  what  I 
have  often  maintained  is  true,  viz.  that,  whatever  function  the 
sympathetic  ganglia  may  have  in  the  lower  animals,  they  are  in 
us  degenerate  organs  like  the  coccyx,  that  are  dying  out  both 
functionally  and  structurally,  for  in  this  case  it  is  extremely  pro- 
bable that  their  invasion  by  malignant  disease  produced  no  sym- 
ptoms. October  18th,  1887. 


29.    Cyst  of  the  peritoneum.     (Card  specimen.) 

By  C.  Stonham. 

(With  Plate  XXXVI,  fig.  2.) 

rilHE  specimen  was  found  in  a  male  subject  brought  into  the  dis- 
X  secting  room  of  University  College.  It  was  situate  close  to  the 
right  internal  abdominal  ring,  and  was  hanging  down  in  the  pelvic 
cavity.  The  attached  end  of  the  cyst  is  in  the  subperitoneal  tissue ; 
it  has  been  opened  in  order  to  distend  the  cavity,  but  was  closed 
when  the  specimen  was  removed.  The  cyst  was  partially  collapsed 
and  contained  blood-stained  senrm,  the  staining  being  probably 
due  to  post-mortem  changes. 

The  cyst  measures  six  inches  and  three  quarters  in  length  and 
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about  three  inches  and  a  half  at  its  bi-oadest  part  when  distended 
with  fluid ;  close  to  the  peritoneum  the  neck  is  about  a  quarter  of 
an  inch  broad,  but  the  part  situate  in  the  subperitoneal  tissue  is 
about  half  an  inch  across. 

The  wall  is  about  the  thickness  of  tissue  paper,  except  thai;  part 
under  the  peritoneum,  where  it  is  one-twentieth  of  an  inch  thick. 
It  is  capable  of  containing  about  11  oz.  of  fluid.  The  attached  end 
is  situate  in  the  subperitoneal  tissue,  and  the  cyst  projects  through 
a  round  opening  about  three  sixteenths  of  an  inch  in  diameter  in 
the  peritoneum,  being  attached  to  the  margins.  The  cyst  wall  is 
continuous  with  the  inner  surface  of  the  thickened  part  in  the  sub- 
peritoneal tissue  and  not  with  the  outer  layers  of  the  peritoneum. 
The  thickening  of  the  neck  is  due  to  overgrowth  of  the  connective 
tissue  surrounding  it. 

Microscopic  examination. — A  piece  of  the  wall  of  the  cyst  exam- 
ined under  a  ^th-inch  glass  and  stained  with  logwood  shows  a 
very  delicate  network  of  connective  tissue,  containing  in  its  meshes 
numerous  nucleated  cells  varying  much  in  shape,  but  being  for 
the  most  part  rounded  or  fusiform,  some  of  the  latter  having 
a  long  process  connected  with  one  end  of  the  cell.  The 
cells  are  scattered  irregularly,  and  there  is  no  evidence  of  an 
epithelial  layer  on  either  surface.  A  nitrate  of  silver  preparation 
does  not  show  any  epithelium,  but  the  specimen  had,  before 
staining,  been  preserved  in  spirit. 

The  wall  at  the  neck  of  the  sac,  i.  e.  beneath  the  peritoneum,  is 
composed  of  fibrous  tissue,  surrounded  on  the  outer  surface  by 
delicate  connective  tissue.  There  is  no  evidence  of  epithelium  on 
either  surface. 

I  am  indebted  to  Mr.  Raymond  Johnson  for  kindly  preparing 
the  microscopic  specimens  for  me. 

It  is  probable  that  the  cyst  originated  in  the  subperitoneal 
tissue,  and  producing  absorption  of  a  small  part  of  the  peritoneum 
overlying  it,  projected  through  the  membrane  into  the  abdominal 
cavity.     The  absence  of  epithelium  would  thus  be  accounted  for. 

(University  College  Museum,  No.  2225a.)         May  15th,  1888. 


Y.     DISEASES,   ETC.,   OF   THE   GENITO- URINARY 
ORGANS. 

1.  Hypertrophy  of  right  kidney  ;  congenital  {?)  atrophy  of  left. 
{Card  specimen.) 

By  H.  Handfoed,  M.D. 

The  specimen  was  taken  from  a  man,  aged  47,  who  died  of  heart 
disease  and  dilatation  of  the  aorta.  He  presented  no  sym- 
ptoms of  renal  disease  during  life,  and  there  was  no  history  of 
antecedent  kidney  mischief.  He  passed  an  average  quantity  of 
urine  free  from  albumen. 

At  the  inspection  post  mortem  the  right  kidney  was  found 
uniformly  enlarged,  but  preserving  a  normal  contour.  The 
capsule  stripped  readily,  and  on  section  the  pyramids  and  cortex 
appeared  healthy.  The  weight  was  13|  oz.,  length  (after  two 
months  in  spirit)  15^  cm.  (six  inches  and  an  eighth).  The  adrenal 
was  normal  in  size  and  appearance. 

On  the  left  the  adrenal  was  also  of  normal  size  and  position. 
The  left  kidney  was  represented  by  an  elongated  mass  of  fibrous 
tissue,  about  two  inches  in  length,  which  contained  traces  of  gland 
tissue  and  numerous  rounded,  hard,  yellow  nodules,  which  were 
encapsuled  and  consisted  of  partially  calcified,  atheromatous 
material.  There  was  a  small  renal  artery  and  vein  on  the  left 
side  in  the  normal  position.  The  ureter,  too,  was  quite  normal  in 
appearance  and  position,  and  terminated  in  a  saccular  pelvis,  some- 
what smaller  than  natural. 

The  atrophy  was  evidently  due  to  some  long  antecedent  inflam- 
matory disease. 

The  large  size  of  the  hypertrophied  kidney  is  remarkable.  It 
exceeded  by  at  least  3|  oz.  the  average  weight  of  the  two  normal 
kidneys  in  the  adult.  April  3rd,  1888. 
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2.  A  case  of  congenital  hydronephrosis. 
By  Dawson  Williams,  M.D. 

George  S — ,  aged  5£  years,  was  brought  to  my  out-patients  at  the 
East  London  Hosjntal  for  Children,  Shadwell,  on  February 
23rd,  1886.  His  mother  stated  that  he  had  always  been  a  delicate 
child,  and  had  been  suffering  from  diarrhoea  for  several  months. 
He  had  been  taken  suddenly  ill  on  February  4th,  and  had  been 
judged  to  be  deaf  and  blind  for  a  short  time.  He  remained  in  a 
"  stupefied  state  "  all  the  next  day,  and  at  night  had  convulsions 
affecting  both  sides,  and  lasting  twenty  minutes.  After  an  interval 
of  ten  minutes  he  had  another  convulsive  seizure,  which  did  not 
completely  cease  for  an  hour ;  he  was  better  on  the  following 
morning,  and  the  convulsions  had  never  recurred.  He  had  "  wet 
the  bed  every  few  minutes  "  for  nine  months,  but  had  never  com- 
plained of  any  pain  or  difficulty  in  micturition.  About  six  months 
before  he  came  to  the  hospital  it  was  noticed  that  the  lower  part  of 
his  belly  was  swollen  aud  that  he  was  passing  an  unusually  large 
quantity  of  water  ;  since  that  date  the  swelling  of  the  abdomen  had 
constantly  increased,  and  he  suffered  much  from  thirst.  There 
was  no  history  of  stone. 

He  was  a  pale  sickly  child,  the  tongue  was  furred,  he  had  no 
appetite,  and  complained  of  thirst  and  headache.  In  the  middle 
line,  immediately  above  the  pubes,  was  a  rounded  pyramidal 
tumour,  reaching  almost  to  the  umbilicus  ;  the  tumour  appeared  to 
be  the  distended  bladder.  The  patient  was  admitted  under  the  care 
of  Dr.  Donkin,  to  whose  kindness  I  am  indebted  for  permission  to 
peruse  the  notes  taken  by  Mr.  Richards,  resident  clinical  assistant. 

There  was  no  phimosis,  and  a  catheter  was  passed  without  diffi- 
culty, but  only  a  very  small  amount  of  urine  could  be  drawn  off,  and 
this  did  not  materially  affect  the  size  or  character  of  the  tumour. 
He  was  found  to  be  passing  large  quantities  of  pale  urine,  and  his 
clothing  also  was  constantly  wet.  On  February  27th,  37  oz.  of  urine 
were  collected  ;  there  was  a  trace  of  albumen.  He  subsequently 
had  an  attack  of  diarrhoea,  and  the  quantity  of  urine  which  could 
be  collected  on  March  1st  and  3rd  was  only  20  oz. ;  it  contained  a 
trace  of  albumen  on  both  occasions.  There  was  irregular  fever, 
great  thirst,  and  the  child  looked  very  ill.     On  March  5th  Mr.  R. 
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W.  Parker  made  an  examination  under  chloroform,  and  withdrew 
one  pint  of  urine  ;  the  stream  only  flowed  when  pressure  was  made 
on  the  abdomen.  Eventually  the  abdominal  tumour  completely 
disappeared.     No  stone  was  found  on  sounding. 

The  patient  did  not  micturate  on  either  March  6th  or  7th,  and 
the  bladder  was  again  found  to  be  as  full  as  before.  On  March 
13th  a  catheter  was  again  passed,  and  23  oz.  of  urine  was  withdrawn ; 
he  had  micturated  three  hours  earlier.  The  amount  of  albumen 
in  the  urine  increased,  and  on  March  16th  blood  was  present ;  no 
casts.  On  March  17th  very  little  urine  was  passed,  and  the 
bladder  was  not  much  distended  ;  the  blood  in  the  urine  had  been 
replaced  by  pus.     He  died  at  8.20  a.m.  on  March  18th. 

Post-mortem  examination. — On  opening  the  abdomen  the  bladder 
was  found  to  be  much  distended,  but  pressure  with  the  hand 
caused  it  to  be  readily  emptied  by  the  urethra  ;  on  then  inspecting 
the  pelvis  it  was  seen  that  the  rectum  occupied  the  middle  line, 
and  that  on  each  side  of  it  lay  what  appeared  to  be  a  portion 
of  small  intestine,  but  what  was  in  reality  the  much  distended  and 
convoluted  ureter ;  the  two  ureters  presented  precisely  the  same 
aspect.  The  bladder,  so  soon  as  the  pressure  on  it  was  relaxed, 
became  again  immediately  full.  Pressure  on  the  bladder  caused 
regurgitation  into  the  ureters  at  the  renal  pelves.  The  kidneys 
were  large,  and  the  pelves  presented  the  appearance  of  having  been 
much  distended.  The  left  kidney  measured  in  situ  five  inches,  and 
the  right  four  and  three  quarters  inches,  and  both  extended  close 
down  to  the  iliac  crest.  The  ileum  crossed  the  right  ureter  at  the 
brim  of  the  pelvis  one  and  a  half  inches  before  opening  into  the 
csecuin. 

Both  kidneys  were  greatly  enlarged,  chiefly  owing  to  expansion 
of  calices.  The  pyramids  projected  into  the  pelvis,  and  the  medul- 
lary substance  reached  the  surface  opposite  the  apices  of  the  pyra- 
mids ;  the  cortical  substance  occupied  the  periphery  in  the  intervals 
between  the  pyramids. 

The  left  kidney  substance  was  firm  and  pale,  and  the  distinction 
between  cortical  and  medullary  regions  was  not  well  made  out. 
The  capsule  was  easily  detached.  The  right  kidney  contained 
numerous  whitish  streaks  in  the  medulla  and  numerous  yellow- 
white  nodules  in  the  cortex,  and  on  the  surface.  The  capsule  was 
thickened,  and  very  easily  detached  ;  between  it  and  the  kidney- 
substance  there  were  scattered  collections  of  grumous  fluid. 


154*  GKNITO-URINARY    ORGANS. 

The  bladder  was  large,  and  its  wall  was  much  trabeculated.  There 
were  numerous  hemorrhages  into  the  mucous  membrane.  On  the 
surface,  and  partly  detached,  were  scattered  greyish  nodules.  The 
ureters  were,  as  has  been  said,  much  dilated,  convoluted,  and  had  in 
the  convolutions  a  distinct  fold  of  peritoneum  resembling  a  mesen- 
tery ;  their  mucous  membrane  was  smooth  and  apparently  natural. 
The  opening  of  the  ureters  into  the  bladder  was  large,  and  admitted 
a  cedar  pencil.  The  other  organs  presented  no  abnormal  appear- 
ances. 

Microscopic  examination  of  the  left  kidney  showed  fibrotic 
changes  ;  the  collecting  tubes  were  large,  so  that  a  transverse  section 
of  the  pyramids  presented  the  appearance  of  a  coarse  network. 
The  right  kidney  presented  less  fibrotic  change,  but  contained 
numerous  medullary  abscesses,  as  well  as  elongated  purulent  col- 
lections parallel  with  the  tubes  of  the  pyramids.  The  large  size  of 
the  collecting  tubules  was  very  noticeable  in  this  kidney  also. 

Remarks. — This  case  is  believed  to  be  an  example  of  congenital 
hydronephrosis  (so  called).  The  dilatation  and  the  trabeculation  of 
the  bladder,  together  with  the  presence  of  fibrotic  changes  in  one 
kidney  (left),  might  appear  to  favour  the  view  that  the  abnormality 
was  produced  during  life.  On  the  other  hand  there  was  a  complete 
absence,  both  from  the  history  and  post-mortem  appearauces,  of  any 
cause  of  obstruction.  The  ease  with  which  the  urine  contained  in 
the  dilated  pelves,  ureters,  and  bladder  could  be  caused  to  flow  from 
the  first  to  the  last-named  organ  was  a  striking  feature  at  the  ne- 
cropsy, and  there  was  certainly  no  urethral  stricture  nor  phimosis. 
The  normal  valvular  arrangement  of  the  ureters  in  the  wall  of  the 
bladder  did  not  exist  in  this  case,  and  the  dilatation  and  hyper- 
trophy of  the  bladder  may  be  traceable  to  this,  since  the  bladder 
must  have  been  subject  to  the  dilating  force  of  the  column  of  fluid 
as  high  as  the  kidneys,  and  had  to  contract  against  the  same  source 
of  increased  pressure. 

In  the  second  place,  the  anatomical  characters  of  the  abnormal 
pai-ts,  which  included  an  unusual  size  of  the  collecting  tubes,  seems 
to  favour  the  theory  of  an  error  of  development. 

The  ureter  and  the  collecting  tubes  of  the  kidney  are  developed 
from  a  dorsal  outgrowth  of  the  hinder  part  of  the  Wolffian  duct. 
The  outgrowth  from  the  Wolffian  duct  grows  forwards,  and  extends 
along  the  outer  side  of  a  mass  of  mesoblastic  tisstie,  which  lies 
mainly  behind  the  dorsal  aspect  of  the  Wolffian  body.     This  mass 
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of  mesoblastic  cells  may  be  called  the  metanephric  blastema.1  This 
metanephric  blastema  forms  the  greater  mass  of  the  kidney  tuber- 
cles, while  the  connecting  tubules  grow  out  from  the  ureter,  and 
become  continuous  with  masses  of  cells  of  the  metanephric  blastema, 
which  become  differentiated  into  the  secreting  tubuli. 

November  15th,  1887. 


3.  A  case  of  calculi  contained  in  cysts  in  the  kidney. 

By  H.  W.  G.  Mackenzie,  M.B. 

rpHE  specimen  is  from  a  woman,  aged  69,  who  died  in  St. 
JL  Thomas's  Hospital  within  a  few  hours  after  the  onset  of 
cerebral  haemorrhage.  No  facts  regarding  her  previous  history 
were  obtained.  At  the  post-mortem  the  haemorrhage  was  found  to 
have  occurred  in  the  right  internal  capsule,  and  thence  to  have 
extended  into  the  lateral  ventricles.  The  arteries  at  the  base  of 
the  brain  and  the  aorta  were  atheromatous  and  calcareous,  the 
aortic  and  mitral  valves  were  thickened,  and  the  left  ventricle  was 
considerably  hypertrophied.  Cysts  were  present  in  both  kidneys, 
and  the  cysts  in  the  right  kidney,  which  is  the  present  specimen, 
contained  calculi. 

The  calculi,  which  are  shown  mounted  separately,  are  all  quite 
small,  by  far  the  largest  weighing  not  more  than  five  and  a  half 
grains,  while  the  others,  numbering  some  thirty,  weigh  only  eight 
grains.  The  largest  is  of  an  oval  shaj^e  like  a  small  bean,  its 
dimensions  being  about  half  an  inch  by  one  third  by  one  quarter. 
The  small  ones  are  irregularly  rounded  or  facetted  and  polyhedral, 
and  average  about  one  eighth  of  an  inch  in  diameter.  Their  sur- 
faces are  smooth,  highly  polished,  and  of  a  grey  colour,  and  in 
some  cases  marked  with  striae.  Dr.  Bernays,  who  kindly  chemically 
examined  one  of  the  calculi,  reported  that  it  was  extremely  hard, 
and  that  it  consisted  of  pure  oxalate  of  calcium. 

The  kidney  is  not  enlarged,  and  beyond  the  presence  of  the 
cysts,  which  can  be  seen  in  the  section  and  beneath  the  capsule, 
there  is  nothing  which  calls  for  notice.     In  the  section  it  can  be 

1  Balfour's  '  Comparative  Embryology,'  vol.  ii,  p.  595  (1881).  Conf.  A. 
Sedgwick,  "  On  the  Development  of  the  Kidney  in  its  Relation  to  the  Wolffian 
Body  in  the  Chick,"  *  Quart.  Jouru.  of  Micros.  Science,'  vol.  xx,  1880. 


156  GENITOURINARY    ORGANS. 

seen  that  the  cysts  are  quite  small,  with  the  exception  of  two,  one 
of  which  is  in  the  coi'tex,  and  in  the  recent  condition  projected  on 
the  surface,  and  was  about  one  inch  in  diameter,  while  the  other  is 
in  the  medulla  not  far  from  the  first,  and  is  about  half  an  inch  in 
diameter.  The  former  contained  the  largest  of  the  calculi,  and  the 
latter  a  good  many  of  the  small  facetted  ones.  Most  of  the 
smaller  cysts  contained  one  of  the  small  calculi.  No  communica- 
tion could  be  made  out  to  exist  between  the  larger  cysts  and  the 
pelvis,  although  such  may  possibly  exist  in  the  case  of  some  of 
the  smaller  cysts.  There  were  no  calculi  in  the  bladder,  ureters, 
or  pelvis. 

The  presence  of  cysts  in  the  kidney  is  far  from  being  uncommon, 
but  the  formation  of  calculi  in  the  cysts  is  of  very  rare  occurrence. 
I  can  find  no  record  of  a  similar  case  having  been  brought  before 
this  Society.  The  only  inference  to  such  a  condition  which  I  have 
come  across  is  in  Dr.  Dickinson's  work  on  Diseases  of  the  Kidney. 
It  is  there  stated  that  in  the  Guy's  Hospital  Museum  there 
is  a  kidney  the  cortical  part  of  which  contains  a  cyst  the  size 
of  a  hazel-nut,  in  which  are  some  small  calculi.  The  cyst,  Dr. 
Dickinson  says,  has  a  narrow  communication  with  the  pelvis,  and 
has  probably  been  formed  by  an  obstruction  in  the  straight  tubes 
and  accumulation  behind. 

What  determined  the  formation  of  calculi  in  such  a  case  as  this, 
and  why  they  were  present  in  so  many  cysts  at  the  same  time,  it  is 
impossible  to  say.  The  calculi  were  uot  the  cause  of  the  cysts,  as 
the  other  kidney,  while  containing  cysts,  had  no  calculi.  The 
formation  of  calculi  such  as  these  must  have  been  a  very  gradual 
one.  It  is  generally  agreed  that  cysts  in  the  kidney  are  the  result 
of  obstruction  of  tubules.  To  explain  the  formation  of  calculi  in 
the  cysts,  it  seems  clear  that  either  the  obstruction  of  tubules  was 
incomplete  or  that  the  cysts  after  their  formation  communicated 
with  unobstructed  tubules,  so  as  to  allow  some  flow  of  urine 
through  them.  Ebstein,  in  '  Ziemssen's  Cyclopaedia,'  says  that  in 
some  few  cases  oxalate  of  lime  has  been  observed  in  the  substance 
of  the  kidney,  and  that  such  a  condition  has  been  reported  by 
Crosse  and  Meckel. 

It  might  at  first  occur  to  one  that,  as  was  held  at  one  time  by 
Virchow,  the  cysts  might  be  caused  by  the  obstruction  of  tubules 
by  minute  concretions  of  oxalate  of  lime,  that  in  some  cases  the 
obstruction  was  not  complete,  and  that  in  these  the  minute  con- 
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cretions  developed  into  calculi.  But  there  are  several  reasons  for 
thinking  this  explanation  improbable  :  first,  the  commonness  of 
cysts  in  the  kidney,  without  any  evidence  of  concretions ;  second, 
the  absence  in  this  case  of  calculi  in  the  other  kidney  ;  and  third, 
the  fact  that  obstruction  by  a  concretion  is  much  more  likely  to  be 
complete  than  that  due  to  some  alteration  in  the  wall  of  the  tubule, 
and  is  on  that  account  unlikely  to  favour  the  formation  of  a 
calculus.  April  3rd,  1888. 


4.   Cystic  degeneration  of  kidneys.     (Card  specimen.) 
By  H.  Montague  Murray,  M.D. 

Plaster  casts  of  kidneys,  with  a  portion  of  the  left,  taken  from  a 
woman,  aged  58,  who  had  suffered  from  symptoms  of  granular 
contracted  kidney  for  more  than  a  year.  The  heart  was  hyper  - 
trophied,  pulse  hard,  urine  copious,  with  low  specific  gravity  and 
a  little  albumin.  Abdomen  was  large  and  prominent,  and  the 
walls  very  thick.  No  tumour  was  suspected  during  life.  Throm- 
bosis of  left  femoral  vein  occurred  three  days  before  death,  and 
gangrene  followed.     Patient  died  with  uraeinic  coma. 

Autopsy. — Heart  17  oz.  Kidneys,  right  4  lbs.  9  oz.,  left  8  lbs. 
4  oz.  Each  consisted  of  an  enormous  mass  of  cysts  varying  in 
size  only.  The  largest  is  more  than  six  inches  in  diameter.  (The 
casts  were  taken  the  next  day,  when  the  cysts  had  already  begun 
to  shrink.)  The  walls  of  the  cysts  were  thin  and  transparent,  and 
the  contents  pale  straw-coloured,  and  so  clear  that  the  subjacent 
cysts  were  distinctly  visible.  The  connecting  stroma  was  bright 
pink.  The  fluid  was  not  gelatinous,  alkaline,  contained  4  per  cent. 
of  urea,  and  plenty  of  albumin.  Granular  debris  and  cholesterine 
crystals  formed  the  only  deposit.  Arteries,  veins,  and  ureters 
were  normal.  The  cysts  could  not  be  injected  from  latter.  On 
section  distinct  traces  of  kidney  substance  could  here  and  there 
be  found.  Microscopical  examination  of  this  showed  an  enormous 
but  very  variable  increase  in  the  interstitial  tissue  as  well  as  a 
number  of  cysts  hardly  visible  to  the  naked  eye.  The  cysts  were 
lined  with  cubical  epithelium.  March  20th,  1888. 
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5.  Haemorrhage  into  a  renal  cyst.     [Card  specimen.) 
By  Leopold  Hudson. 

The  organ  was  obtained  from  a  man,  aged  39,  who  had  been 
under  the  care  of  Dr.  Cayley  in  the  Middlesex  Hospital,  and 
died  of  endocarditis  and  chronic  nephritis. 

The  right  kidney,  which  weighed  6i  oz.,  was  somewhat  adherent 
to  the  surrounding  perirenal  fat.  At  its  removal  the  upper 
end  was  seen  to  be  much  enlarged,  and  beneath  the  capsule 
was  a  yellowish- grey  ixmuded  prominence,  semi-fluctuant,  and 
looking  much  like  new  growth.  The  renal  capsule  was  thickened 
and  adherent  over  the  whole  organ.  On  section,  it  was  found  that 
the  prominence  was  the  external  part  of  a  large  spherical  cyst 
which  had  completely  destroyed  and  replaced  the  renal  tissue  at 
the  upper  part  of  the  kidney.  It  was  limited  by  a  distinct  fibrous 
capsule,  which  externally  was  firmly  attached  to  the  proper  capsule 
of  the  kidney,  and  internally  abutted  on,  and  was  covered  by,  the 
mucous  membrane  lining  the  infundibulum  of  the  ureter.  This 
capsule  could  be  separated  by  peeling  from  the  kidney  substance. 
The  contents  were  of  the  consistence  of  soft  mortar,  and  varied  in 
colour  in  different  parts  from  yellowish  grey  to  deep  brown  ;  in 
places  it  had  liquefied  into  a  tenacious  fluid  of  a  dirty-brown 
colour.  Microscopically  this  material  was  found  to  be  an  old 
haemorrhage;  it  showed  disintegrating  blood-corpuscles,  haeinatoidiu, 
and  cholesterine  crystals,  pigment,  and  fat  granules,  and  amorphous 
detritus.  The  cyst  being  emptied  it  was  found  to  be  lined  inter- 
nally by  a  shining  membrane,  but  no  vessel  could  be  discovered 
leading  into  it.  The  surface  of  the  kidney  elsewhere  was  granular 
and  studded  with  numerous  small  cysts,  none  being  larger  than  a 
pea.  Their  contained  fluid  was  in  some  clear  and  limpid,  in  others 
viscid  and  of  dark  colour.  The  cortex  was  indurated  and  wasted, 
the  medulla  congested,  and  the  renal  pelvis  contained  a  quantity 
of  fatty  tissue. 

The  left  kidney  was  in  a  condition  of  advanced  interstitial 
nephritis,  its  cortex  containing  many  cysts,  two  being  as  large  as  a 
hazel-nut.  The  heart  exhibited  deformity  and  incompetence  of 
the  aortic  valve,  with  consecutive  hypertrophy  and   dilatation  of 
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the  left  ventricle.  There  was  also  extensive  and  advanced  aortic 
atheroma,  right  hydrothorax,  pulmonary  oedema,  "  nutmeg  "  liver, 
and  engorgement  of  the  spleen.  December  20th,  1887. 


6.  Necrosis  of  the  pyramids  of  one  kidney. 
By  F.  Charlewood  Turner,  M.D. 

In  this  kidney  all  the  papillae,  with  a  great  part  of  the  pyramids, 
have  become  necrosed,  and  the  sequestra  had  become  detached 
from  the  living  tissue  to  a  greater  or  less  extent. 

One  sequestrum  is  well  seen  in  the  upper  part  of  the  median 
longitudinal  section  of  the  organ.  It  consists  of  diverging  tracts 
of  tissue  which  correspond  with  the  pyramids  converging  to  the 
calyx.  They  are  completely  detached  towards  the  papilla,  in  the 
apex  of  which  they  are  united  together,  but  they  are  still  connected 
with  the  renal  tissue  at  their  distal  extremities,  where  they  spread 
out  in  finger-like  processes  corresponding  with  recesses  in  the  basal 
part  of  the  pyramids,  and  extending  up  to,  or  to  within  a  short 
distance  of,  the  deep  surface  of  the  cortical  tissue.  Where  the 
sequestrum  has  become  detached  a  cavity  has  been  formed  of  corre- 
sponding shape  with  even  walls,  and  the  contiguous  renal  tissue 
appears  unchanged  as  though  it  had  been  sinrply  excavated.  The 
cavities  are  larger  than  the  sequestra  separated  from  them, 
probably  from  shrinking  of  the  latter  in  spirit.  In  the  other 
calices  similar  partially  detached  sequestra  are  seen. 

The  kidney  appeared  otherwise  normal.  There  was  some  injec- 
tion of  the  mucous  membrane  of  the  pelvis  of  the  organ  but  no 
lymph  upon  it.     The  other  kidney  and  the  bladder  were  normal. 

The  organ  exhibited  is  the  left  kidney  of  a  very  obese  female 
aged  60,  who  was  admitted  into  the  London  Hospital  under 
Mr.  Tay  on  January  27th,  1888,  with  dry  gangrene  of  the  lower 
third  of  the  right  leg  and  foot,  and  died  February  20th.  She  stated 
that  the  gangrene  of  the  foot  appeared  one  night,  her  throat  being 
bad  at  the  same  time,  and  that  she  had  applied  first  to  the  Throat 
Hospital  in  Golden  Square  on  account  of  very  extensive  thrush  on 
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the  j^alate  and  gurus.  The  urine  was  fouucl  to  contain  2  oz.  of 
sugar  and  was  rather  above  the  normal  amount  (60  to  75  oz.).  She 
had  had  symptoms  pointing  to  diabetes  mellitus  for  at  least  several 
weeks.  A  note  of  the  surgical  registrar,  Mr.  J.  Hutchinson,  jun., 
states  that  "  there  was  no  retinitis.  Her  temperature  was  normal 
until  the  last  five  days  of  life." 

The  autopsy  showed  much  atheroma  of  the  abdominal  aorta  with 
areas  of  superficial  erosion  of  the  lining  membrane,  but  without  any 
adherent  coagula.  There  were  patches  of  atheromatous  swelling 
in  the  thoracic  aorta.  The  right  posterior  tibial  artery  was  closed 
by  a  firmly  adherent  fibrinous  plug  a  short  distance  below  the 
bifurcation  of  the  popliteal.  In  the  latter  vessel  was  a  partly 
decolourised  and  slightly  adherent  coagulum.  The  heart  weighed 
9  oz.  There  was  much  adipose  tissue  over  the  right  ventricle  with 
some  fatty  infiltration  of  the  myocardium,  which  was  flaccid.  The 
luugs  were  cedematous,  the  liver  fatty,  the  brain  and  spinal  cord 
apparently  normal.  In  the  velum  interpositum  were  a  number 
of  chalky-looking  bodies,  which  contained  numerous  concentrically 
laminated  spherical  bodies,  like  jjsammomata.  On  the  right  buttock 
were  some  large  blebs  containing  blood-stained  serum. 

Necrosis  of  the  pyramids  of  the  kidney,  independently  of  suppu- 
rative nephritis  or  pyelo-nephritis,  is  not  described  amongst  the 
recognised  lesions  of  those  organs  ;  and  I  cannot  find  any  record  of 
such  lesions  in  our  '  Transactions,'  excepting  in  two  specimens 
which  I  exhibited  to  the  Society  in  1885  and  1886,1  which  I  may 
briefly  allude  to.  The  first  was  from  a  sailor,  aged  34,  who 
died  with  empyema  and  old  phthisical  lesions  in  the  lungs. 
He  had  also  tubercles  in  his  lungs,  and  tubercular  peritonitis  with 
ulceration  of  the  ileum,  and  lardaceous  disease  of  liver,  adrenals, 
and  kidneys.  The  apices  and  central  parts  of  the  papilla  of  the 
pyramids  of  both  kidneys  were  necrosed,  shrivelled,  and  black,  and 
partly  detached.  The  second  specimen  was  from  a  girl,  aged  13. 
who  died  with  valvular  disease  of  the  heart  and  recent  endo-peri- 
carditis.  In  the  right  kidney  were  softened  and  partially  separated 
secpuestra  in  the  substance  of  several  of  the  pyramids.  The  other 
kidney  was  unaffected.  In  neither  organ,  nor  in  the  spleen,  were 
there  any  wedge-shaped  infarcts  or  necroses  at  the  surface. 

The  simultaneous  occurrence  of  necrosis  in   several   or   in  all 

1  (1)  'Trans.,'  vol.  xxxvi,  p.  268;  (2)  'Trans.,'  vol.  xxxvii,  p.  290.  Both 
specimens  are  preserved  iu  the  Loudon  Hospital  Museum. 
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of  the  pyramids  of  one  or  both  kidneys  in  these  cases  can,  I  think, 
only  have  resulted1  from  thrombotic  obstruction  of  the  arterioles 
of  the  parts,  the  obstruction  of  the  arteries  being  referable  to 
lesion  of  their  walls  under  the  strain  of  the  blood  pressure, 
owing  in  part  to  deterioration  of  the  general  nutritive  state  of 
the  body,  and  in  part  to  influences  interfering  with  the  nutrition 
of  the  organs  or  causing  an  increase  of  the  arterial  blood  pressure 
in  them.  The  exceptional  occurrence  of  the  lesion  is  an  evidence 
of  the  exceptional  nature  of  the  conditions  by  which  it  is  deter- 
mined. 

The  processes  of  softening  and  separation  of  the  sequestra  in 
these  cases,  contrasted  with  the  processes  of  absorption  and  cicatri- 
sation by  which  the  wedge-shaped  embolic  or  thrombotic  necrotic 
tracts  in  the  cortex  are  removed,  are,  I  think,  sufficiently  accounted 
for  by  the  condition  of  general  nutritive  defect  indicated  by  the 
clinical  phenomena  both  in  the  present  case  and  in  the  first  of 
those  referred  to,  and  more  especially  by  the  contact  of  the  watery 
urinary  secretion  with  the  necrotic  tissue.  In  none  of  them  was 
there  evidence  of  irritative  or  inflammatory  reaction. 

May  15th,  1888. 


7.  Kidneys  from  a  case  of  renal  calculus.     {Card  specimen.) 
By  Frank  Penrose,  M.D. 

The  kidneys  from  a  stunted,  half-witted  girl,  aged  9|,  who  died 
from  suppression  of  urine. 

Left  kidney  and  pelvis  of  ureter  constituted  practically  a  bag  full 
of  stones  and  putrid  pus.  The  capsule  is  distinctly  thickened, 
rather  thicker  than  the  cortex  of  the  kidney,  and  the  two  together 
are  not  one  sixteenth  of  an  inch  in  thickness. 

The  calculi  are  about  twelve  in  number,  mostly  very  irregular  in 
shape,  and  when  moved  one  upon  another  in  situ  give  a  feeling 
almost  exactly  like  surgical  emphysema. 

The  right  kidney  is  apparently  congenitally  small,  consisting  of 

1  Like  the  gangrene  of  the  foot  and  leg  with  which  they  were  associated  in 
the  present  instance. 

11 
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three  lobes  only,  but  in  each  of  which  the  cortex  is  very  much 
thickened. 

History  given. — Small  baby,  never  talked,  walked  at  three  years, 
habits  clean,  fairly  observant,  and  very  mischievous.  At  five 
years  old  had  a  sharp  attack  of  pain  in  left  side,  after  which  she 
passed  a  calculus  per  urethram.  Pus  in  urine  for  next  two  years. 
At  eight  years  old  began  to  waste.  Admitted  to  Hospital  for  Sick 
Chikh*en  under  Dr.  Sturges  in  August,  1887,  for  cystitis. 

On  admission. — Passing  large  quantities  of  alkaline  urine  con- 
taining pus  and  ropy  mucus.  After  washing  out  bladder  with 
quinine  for  three  weeks,  became  acid  and  free  from  pus  and  mucus. 
Child  improved. 

In  middle  of  September  began  to  vomit,  have  diarrhoea  and 
a  hectic  temperature,  resisted  all  examination,  was  evidently  tender 
down  left  side  and  over  bladder. 

Urine-acid  contained  pus  and  granular  casts.  Child  got  gradu- 
ally worse  and  died  on  October  6th  of  suppression  of  urine. 

A  week  before  death  a  feeling  resembling  surgical  emphysema 
was  felt  in  left  loin,  but  its  significance  was  not  appreciated. 

December  20th,  1887. 


8.   Ulceration  of  bladder.     (Card  specimen.) 

By  John  H.  Morgan. 

fnHE  patient  from  whom  this  specimen  was  removed  was  a  man, 
_L  aged  50,  but  looking  considerably  older,  who  was  admitted 
under  my  care  on  April  7th  on  account  of  retention  of  urine 
which  had  existed  for  twenty-four  hours.  He  stated  that  two 
years  ago  he  had  passed  blood  in  his  urine,  and  that  micturition 
had  been  painful,  but  after  attending  as  an  out-patient  at  the 
hospital  the  symptoms  had  passed  off  and  the  urine  had  become 
clear.  About  Christmas  he  experienced  pain  in  passing  water, 
micturition  was  frequent,  and  the  urine  contaiued  blood  whenever 
it  was  passed. 

On  admission,  it  was  found  that  the  bladder  dulness  extended  to 
the  umbilicus.     No  instrument  could  be  passed  into  the  bladder, 
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and  an  aspirator  needle  was  introduced  above  the  pnbes,  by  means 
of  which  24  oz.  of  dark  brown  urine  was  drawn  off.  Examination 
per  rectum  discovered  some  enlargement  of  prostate.  Next  day  a 
silver  catheter,  No.  6,  was  with  difficulty  introduced  per  urethram, 
and  12  oz.  of  urine  were  withdrawn,  deeply  blood  stained.  This 
was  allowed  to  remain  in  for  two  days,  and  the  urine,  still  largely 
mixed  with  blood,  continued  to  flow  through,  and  by  the  side  of, 
the  instrument.     Three  days  after  its  withdrawal  the  patient  died. 

Post-mortem  examination. — Most  of  the  viscera  were  found 
healthy,  but  the  kidneys  showed  great  dilatation  of  their  pelves 
and  diminution  of  the  cortex.  The  bladder  was  filled  with  blood- 
stained urine.  At  the9base,  just  behind  the  neck,  was  a  large  ulcer 
three  by  two  inches,  the  greatest  diameter  being  transverse.  The 
edges  of  this  Avere  thickened  and  everted,  the  floor  was  rough. 
There  was  a  small  ulcer  about  the  size  of  a  threepennypiece  of  the 
same  character,  situated  an  inch  to  the  left  of  the  former.  In  the 
urethra  was  a  large  abscess  cavity  opening  on  the  left  side  just  in 
front  of  the  membranous  portion,  and  a  second  ulcer,  three  cjuarters 
of  an  inch  long,  was  situated  two  inches  farther  anteriorly. 

Microscopic  examination. — At  one  part  of  the  outer  portion  of 
the  section  numerous  columns  of  cells  were  seen  to  be  dipping  in 
towards  the  subjacent  (submucous)  tissue.  The  cells  in  these 
columnar  processes  are  flattened  although  some  in  the  deeper 
layers  are  more  rounded.  In  parts  numerous  typical  cell-nests 
can  be  seen  and  other  lai-ger  collections  of  cells  surrounded  by 
fibrous  tissue.  These  latter  cells  are  rounded  or  angular  in  shape, 
having  central,  rounded,  or  elongated  nuclei  plainly  visible.  The 
fibrous  tissue  is  in  very  great  quantity,  and  the  elongated  nuclei 
are  plainly  visible  all  over  the  field.  In  the  deeper  portion  of  the 
section  numerous  bands  of  involuntary  muscle-fibres  are  to  be 
seen  embedded  in  the  fibrous  tissue.  May  1st,  1888. 
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9.  Sloughing  of  the  superior  fundus  of  the  bladder  following 
cystitis  and  stricture. 

By  W.  Bruce  Clarke. 

Thomas  W — ,  aged  36,  was  admitted  into  St.  Bartholomew's 
Hospital  on  August  12th  with  reteution  of  urine,  which  had 
lasted  for  three  days,  during  the  whole  of  which  time  he  had 
scarcely  passed  any  water ;  and  though  repeated  attempts  had 
been  made  to  pass  a  catheter  they  had  not  been  attended  by  any 
success.  His  stream  had  been  getting  smaller  lately,  but  he  had 
never  had  any  instrument  passed  until  his  attack  of  retention 
came  on. 

The  bladder  dulness  reached  up  to  beyond  the  umbilicus.  After 
a  great  deal  of  trouble,  a  small  catgut  was  passed  though  a  rail- 
road catheter,  and  was  retained  in  the  bladder.  By  the  next 
morning  about  three  to  four  pints  of  urine  had  gradually  drained 
away,  and  the  bladder  only  appeared  to  reach  to  about  midway 
between  the  umbilicus  and  the  pubes.  A  good  deal  of  blood  passed 
with  the  urine,  and  as  the  contents  of  the  bladder  seemed  to  be  more 
than  usually  solid  and  firm,  it  was  conjectured  that  there  might  be 
a  considerable  amount  of  blood-clot. 

Three  days  later  a  No.  7  English  black  catheter  had  been  intro- 
duced, and  was  tied  in.  The  urine  that  came  away  was  deeply 
blood-stained,  at  times  almost  coffee-coloured,  and  there  was  a  good 
deal  of  pain  over  the  pubes. 

Two  days  after  this,  and  five  from  the  time  of  his  admission,  the 
urethra  would  admit  a  No.  10  English,  but  he  had  no  power  of 
voiding  his  urine  voluntarily,  and  it  presented  much  the  same 
colour  and  appearance. 

Up  to  the  end  of  August  he  remained  much  in  the  same  con- 
dition. The  urine  was  deeply  tinged  with  blood  and  varied  but 
slightly  from  day  to  day.  The  urine  was  foul  and  ammoniacal, 
1018  sp.  gr.  and  alkaline,  and  notwithstanding  that  the  bladder 
was  washed  out  four  or  five  times  daily  with  acetic  acid,  or  boro- 
glyceride,  &c,  it  showed  no  tendency  whatever  to  improve. 

In  September,  when  I  went  away  for  my  holiday,  the  case  came 
under  the  care  of  Mr.  Baker,  and  as  the  man  seemed  to  be  getting 
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steadily  worse,  and  his  temperature  rose  for  some  days  to  103°  at 
night,  perineal  cystotomy  was  performed  on  September  7th. 

The  interior  of  the  bladder  was  roughened,  ulcerated  on  the 
surface  and  covered  with  phosphates. 

For  a  few  days  the  patient  showed  some  considerable  signs  of 
improvement,  but  as  great  quantities  of  pus  seemed  to  be  coming 
from  the  bladder  it  was  again  explored  a  few  days  later,  and  a 
larger  tube  inserted. 

He  became  gradually  worse,  and  died  on  the  8th  of  October. 
Post-mortem. — On  opening  the  abdomen  the  caecum  was  found 
to  be  adherent  to  the  upper  surface  of  the  bladder,  and  on  lifting 
it  up  the  whole  of  the  upper  extremity  of  the  bladder  came  away 
with  it  in  a  gangrenous  condition.  The  adhesions  between  the 
bladder  and  the  caecum  were  very  slight  in  character  and  recent 
apparently  in  origin,  so  that  the  two  organs  were  easily  separated 
from  each  other.  There  was  a  large  slough  of  mucous  membrane 
inside  the  bladder,  and  between  the  bladder  and  the  rectum  a  con- 
siderable amount  of  pus,  which  was  shut  off  from  the  general 
peritoneal  cavity  by  adhesions. 

The  prostate  was  natural.  The  urethra  had  sloughed  round  the 
aperture  of  the  wound.  There  was  no  stricture  discoverable.  All 
the  viscera  except  the  kidneys  were  healthy,  and  they  were  white 
and  in  a  condition  of  tubal  nephritis. 

Observations. — Cases  in  which  small  sloughs  occur  in  the  mucous 
membrane  of  the  bladder,  or  which  may  even  involve  all  its  coats,  are 
not  very  uncommon  in  connection  with  disease  or  injuries  of  some 
portion  of  the  central  nervous  system.  In  pregnant  women  too, 
sloughing  may  take  place  from  pressure,  or  immediately  in  conse- 
quence of  an  acute  attack  of  retention  of  urine,  but  I  have  been 
unable  to  find  any  case  which  is  an  exact  parallel  of  the  above. 
In  this  instance  the  bladder  apparently  was  paralysed  by  the  acute 
attack  of  retention.  It  never  again  regained  its  power  of  con- 
tractility, and  in  spite  of  all  the  efforts  which  were  made  to  keep 
it  sweet  and  to  empty  it  at  regular  stated  intervals,  the  process  of 
inflammation  eventually  terminated,  after  just  two  months,  in 
gangrene  of  a  large  portion  of  the  viscus,  and  thus  terminated  the 
existence  of  the  patient.  May  15th,  1888. 
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10.  Notes  upon  the  macroscopy  of  villous  papillomata  of  the 

bladder. 

By  E.  Hurry  Fenwick. 

rpHE  incandescent-lamp  cystoscope  lias  greatly  increased  the  value 
JL  of  naked-eye  appearances  of  the  pathological  bladder,  and 
especially  of  the  various  tumours  which  affect  that  viscus.  There 
is  no  class  of  vesical  tumour,  except  the  fibromata,  which  so  urgently 
demands  or  so  amply  repays  surgical  interference  as  the  villous 
pajjillomata ;  and  the  electric  light  seems  destined  not  only  to  afford 
us  means  of  diagnosing  the  presence  of  such  growths  but  also  to 
indicate  the  form  of  operation  which  is  the  most  suitable  for  their 
removal.  It  is  therefore  of  the  highest  importance  to  ascertain  from 
museum  specimens  whether  these  tumours  are  most  often  multiple  or 
single,  and  what  are  the  characters  and  localities  of  their  implanta- 
tion. Before  entering  upon  these  questions  it  is  advisable  to  lay 
especial  stress  upon  a  variety  of  villous  papillomata  which  may  be 
as  easily  overlooked  by  the  surgeon1  as  the  pathologist.  I  refer  to  the 
'  subvilloid,"  "cropped  villoid  "  growth,  or  papillome  en  Nappe.2 
In  this  disease  there  is  no  definite  clump  or  clumps  of  sessile  or 
pedunculated  growth,  but  patches  of  the  mucous  membrane  are  con- 
verted into  a  velvety  condition  by  very  short,  closely- set,  isolated 
papilliform  projections.  "  Cropped  villoid  "  exists  in  18-3  percent, 
of  all  the  specimens  I  have  examined  of  "  villous  "  diseases  of  the 
bladder.  There  are  eleven  such  to  be  found  in  the  museums  of 
England  and  Scotland.  Most  of  them  appear  to  have  been  over- 
looked, judging  from  the  catalogues  describing  the  bladders  in 
which  the  morbid  growth  existed.  This  disease  is,  I  believe,  the 
direct  outcome  of  some  abiding  source  of  irritation,  such  as  a 
foreign  body  or  I'esidual  urine.  A  good  example,  which  Mr.  Targett 
has  kindly  lent  me  from  Guy's  museum,  is  before  you. 

This  bladder  was  shown  to  this  Society  by  Dr.  Rake3  with  other 
viscera  which  had  been  removed  from  a  patient  the  subject  of 
leprosy  and  syphilis  combined.  In  examining  the  bladder,  I  found 
situated  towards  the  apex  a  patch  of  subvilloid  growth,  which  had 
been  apparently  induced  by  the  irritation  of  a  ])hosphatic-coated 

1  Keyes,  '  Journal  of  Genito-Urinary  Disease,'  July,  1887,  p.  247. 

2  Vide  case,  '  Pathological  Trans.,'  vol.  xxxvii,  1886,  p.  311. 

3  Dr.  Beaven  Rake,  '  Pathological  Transactions,'  1886,  p.  545,  vol.  xxxvii. 
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straw,  four  and  a  half  inches  long.  There  is  no  history  as  to  the 
introduction  of  this  foreign  body,  but  it  was  found  with  one  end 
projecting  into  the  i>rostatic  urethra  and  the  other  extremity 
impinging  upon  that  part  of  the  bladder  where  the  patch  of  disease 
is  placed. 

In  this  specimen  (Glasgow  Royal  Infirmary,  Ser.  vii,  64),  which 
Dr.  Newman,  of  Glasgow,  has  kindly  permitted  me  to  exhibit,  I 
found  a  small  single  patch  of  sub-villoid  growth  at  the  upper  part 
of  the  bladder.  It  is  situated  upon  the  posterior  wall  and  is  about 
the  size  of  a  sixpenny  piece.  This  large  oval,  uric  acid  calculus 
was  found  in  the  bladder  after  death.  Its  upper  rim  probably 
rested  upon,  and  as  probably  produced,  the  patch  I  have  just 
alluded  to. 

Other  specimens  are  to  be  seen  in  the  Museum  of  the  Royal 
College  of  Surgeons  and  in  the  collections  at  Norwich,  Liverpool, 
and  Manchester. 

In  four  of  these  the  patch  is  small  and  situated  towards  the  apex. 
A  calculus  was  present  in  two  cases  and  a  foreign  body  in  the 
others. 

In  five  of  these  specimens  the  patch  was  placed  upon  the  trigone, 
growing  in  four  of  these  around  the  base  of  a  benign  tumour,  and 
in  the  fifth  around  the  orifice  of  a  fistulous  opening  into  the 
bladder. 

In  two  specimens  the  entire  posterior  wall  was  carpeted  with 
the  growth.  I  have  lately  been  able  to  diagnose  such  a  growth  by 
means  of  the  electric  light  and  successfully  to  remove  it  by  scraping 
through  the  perineal  route.     Hsernaturia  had  lasted  seven  years. 

Statistics. 

Multiple  villous  papillomata  occurred  in  40  per  cent,  of  the 
cases,  the  number  of  growths  actually  present  in  the  bladder 
varying  greatly.     Thus  : 

2  tumours  were  present  in  3  cases 

3  )>  ,,3 

4  1 

5  1 

8  1 

9  1 
22            „                    „  1 

And  many  tumours  (uncounted)  in  9  cases. 
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Thus,  in  17  cases  out  of  21  more  than  two  tumours  were  found, 
a  recoi'd  which  proves  how  diligent  a  search  ought  to  be  made 
in  all  cases  where  more  than  one  growth  is  discovered  by  the 
operator. 

The  following  conclusions  have  been  drawn  from  a  consideration 
of  sixty  specimens  of  vesical  villous  papilloma  which  I  have  examined 
in  the  various  museums  : 

1.  Papillomatous  growths  that  are  single  are  found  in  the  inferior 
zone  of  the  bladder  in  86  per  cent,  of  the  cases. 

2.  These  growths  spring  from  the  margins  of  the  trigone  or 
orifices  of  the  ureters  ;  it  is  rare  to  find  a  growth  actually  origin- 
ating upon  the  trigone. 

3.  These  single  growths  are  usually  pedunculated  or  tend  to 
become  pedunculated.  43  per  cent,  are  lightly  pedicled,  20  per 
cent,  are  broadly  pedicled  or  "  sub-sessile,"  33  per  cent,  are  sessile. 

4.  Pedunculated  villous  papillomata  are  attached  to  the  orifice 
of  the  right  ureter  in  43  per  cent,  of  the  cases,  to  the  left  orifice  in 
26  per  cent.,  and  to  the  interureteral  bar  in  10  per  cent. 

5.  Pedunculation  is  more  characteristic  in  the  base  than  towards 
the  apex  of  the  bladder. 

Certain  rare  positions  for  villous  papilloma  are  to  be  noted.  A 
few  specimens  exist  in  which  definite  villous  tufts  spring  from  the 
margins  or  base  of  those  tiny  dimples,  saccules,  or  hernise  which 
are  found  in  every  grade  of  development  in  fasciculated  bladders, 
but  such  a  position  is  unusual.  I  have  only  seen  one  specimen  of 
a  villous  papilloma  arising  in  and  sprouting  from  a  distinct  pouch 
(St.  George's  Hospital,  41A).  The  growth  in  that  specimen  is  the 
size  of  a  walnut  and  projects  from  a  pouch  situated  on  the  left  side 
of  the  middle  zone  of  the  bladder  at  its  antero-lateral  angle. 

March  8th,  1888. 
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11.  A  fibroma  coexisting  with  carcinoma  of  the  urinary  bladder. 
{Card  specimen.) 

By  E.  Hurry  Fenwick  and  Boswell  Watson,  M.D. 

This  bladder  was  removed  from  the  body  of  a  gentleman,  aged  61. 
who  had  been  under  the  care  of  Dr.  Watson.  Prior  to  the 
onset  of  symptoms,  which  occurred  six  months  before  death,  the 
patient  had  enjoyed  the  best  of  health.  The  family  history  was 
good.  A  sudden  and  profuse  hematuria  was  the  first  symptom 
noticed.  The  bleeding  was  quickly  subdued  by  rest  and  gallic  acid, 
but  proved  recurrent.  The  colour  of  the  urine  was  usually  of  a 
chocolate  shade,  having  many  dark  cylindrical  clots  mixed  with  it. 
Vesical  irrigation  with  alum  eventually  controlled  the  bleeding. 
Cystitis  ensued,  and  the  patient  gradually  sank.  No  symptoms 
of  carcinoma  of  the  stomach  were  noticed. 

Post-mortem  by  Mr.  Fenwick. — Body  very  emaciated.  On  open- 
ing abdomen  but  little  subcutaneous  fat  was  found.  The  intestines 
were  thin  and  empty,  there  were  no  signs  of  peritonitis,  chronic  or 
acute,  yet  the  left  lobe  of  the  liver  was  intimately  adherent  to  the 
anterior  surface  of  the  stomach.  The  bladder  was  evidently 
thickened,  but  no  growth  could  be  felt  within  its  cavity. 

Detailed  examination. — On  opening  the  bladder  2  oz.  of  puriform 
urine  mixed  with  shreds  of  necrotic  tissue  and  phosphatic  debris 
were  evacuated.  The  walls  of  the  bladder  were  thick  but  not 
markedly  hypertrophied.  The  cavity  was  contracted  to  the  capacity 
of  4  oz.  The  mucous  membrane  showed  signs  of  a  severe  form  of 
chronic  cystitis.  Its  surface  was  sprinkled  here  and  there,  espe- 
cially the  posterior  surface,  with  a  number  of  millet-seed-sized  to 
pea-sized  patches  of  yellowish  white  deposit  distinctly  carcinomatous 
in  character.  The  colour  of  these  growths  marked  them  off  very 
abruptly  from  the  dull  red  mucous  membrane  around.  Springing 
from  the  upper  lip  of  the  right  ureteral  orifice  was  a  cherry-sized, 
slightly  pedicled,  oval-shaped  tumour,  which  on  section  proved  to 
be  firm  and  white  but  did  not  exhibit  any  appearance  of  carcinoma. 
The  prostate  was  absolutely  healthy,  and  small  for  the  age  of  the 
patient.  The  right  kidney  was  half  its  natural  size,  and  a  section 
of  it  showed  that  very  little  renal  structure  remained.  It  had  been 
converted,  obviously  by  backward  pressure,  into  a  loculated  sac  with 
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a  half-inch  thick  wall  of  renal  substance.  The  right  ureter  and 
l^elvis  were  correspondingly  dilated.  The  left  kidney  and  ureter 
were  healthy,  the  former  much  hypertropbied  (compensatorily). 
A  large  deposit  of  cancer  existed  in  the  left  lobe  of  the  liver,  and 
in  the  outer  wall,  if  not  the  mucous  membraue,  of  that  part  of  the 
stomach  to  which  the  liver  was  attached.  The  right  lobe  of  the 
liver  contained  innumerable  similar  deposits  of  greater  and  lesser 
sizes.  The  lungs  were  cedematous,  the  heart  was  thin,  and  its 
muscle  friable.  The  microscope  showed  the  mass  in  the  liver  to  be 
carcinomatous.  The  deposits  in  the  mucous  membrane  of  the 
bladder  were  of  a  like  nature,  and  were  apparently,  from  their 
multiplicity  and  minuteness,  a  secondary  deposit. 

The  small  tumour,  pedicled  at  the  right  ureteral  orifice,  proved  to 
be  composed  of  fibrous  tissue  containing  here  and  there  spots  of 
carcinomatous  material. 

From  a  careful  consideration  of  the  facts  revealed  by  the  autopsy, 
it  would  seem  that  the  small  fibroma  had  been  a  latent  occupant 
of  the  bladder  for  a  lengthy  period,  and  had  exerted  a  fair  amount 
of  obstruction  upon  the  right  ureter,  for  on  no  other  grounds  could 
the  extreme  condition  of  chronic  interstitial  nephritis  of  the  right 
kidney  be  explained. 

Seeing,  however,  that  secondary  deposit  of  carcinoma  in  the 
bladder  is  of  great  rarity,1  it  might  very  reasonably  be  contended 
that  the  tumour  at  the  right  ureteral  orifice  was  a  carcinoma  and 
formed  the  primary  focus  of  the  disease.  This  supposition,  however, 
loses  weight  by  the  fact  that  pedicled  vesical  carcinomata  are 
extremely  rare.2  Moreover,  carcinoma  does  not  affect  the  ureteral 
orifices  as  a  site  for  initial  deposit. 

Allowing  then  that  the  miliary  deposit  in  the  mucous  membrane 
of  the  bladder  and  in  the  small  fibroma  was  secondary  to  the 
mass  found  in  the  liver,  we  have  in  this  case  not  only  a  very  rare 
condition  but  also  a  very  important  question  raised.  What  pro- 
duced  or  incited  the  secondary  deposit  ?  Did  the  inflammation  of 
the  bladder  which  occurred  a  few  months  before  death  form  a  pre- 
disposing cause  for  the  vesical  infection  ?  April  3rd,  1888. 

1  The  bladder  is  invaded  by  secondary  deposits  from  other  sources  in  1"8  per 
cent,  of  all  cases  (i.  e.  12  cases  out  of  632). 

2  Vide  article  on  Carcinoma,  p.  178. 
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12.   Sarcoma  of  the  urinary  bladder. 
By  E.  Hurry  Fen  wick. 

After  a  careful  examination  of  pathological  specimens  and  the 
literature  of  the  subject  I  cannot  but  agree  with  Gross  that 
sarcoma  of  the  urinary  bladder  has  been  more  overlooked  than  is 
usually  supposed.  Gross1  says,  "  It  is  quite  certain,  however,  that 
many  neoplasms  reported  as  eucephaloid  cancer  occurring  before 
the  fortieth  year,  and  composed  of  small  round-cells  closely  packed 
in  a  homogeneous,  or  finely  granular,  or  imperfectly  fibrillated 
intercellular  substance  are  sarcomata,  and  it  is  highly  probable 
that  tumours  have  been  included  under  polypoid  and  villous 
growths  which  were  of  sarcomatous  tissue."  As,  however,  sarcoma 
of  the  bladder  is  currently  reported  to  be  "  rare,"  I  have  taken  the 
opportunity  afforded  by  Messrs.  D'Arcy  Power  and  Vincent 
Jackson's  specimens  to  place  the  following  statistics  of  fifty  cases 
of  sarcoma  of  the  urinary  bladder  before  the  Society. 

Age. — The  disease  is  commonest  before  five2  and  after  fifty  years 
of  age. 

Sex. — Males  are  more  frequently  affected  than  females. 

Situation.— -In  children  the  inferior  zone  of  the  bladder  is  most 
often  affected.  In  adults,  although  the  base  is  not  infrequently 
the  seat  of  the  disease,  yet  the  most  common  position  is  the  posterior 
Avail  by  or  between  the  ureteral  orifices. 

Implantation  and  number. — In  children  the  growths  are  multijjle, 
polypoid,  and  pedunculated  or  subsessile.  In  adults  the  tumour 
is  generally  single  and  sessile,  10  per  cent,  only  possessing  pedicles. 

Size. — The  largest  single  growth  was  the  volume  of  a  double 
fist ;  it  was  attached  to  the  anterior  wall.  The  average  size  was 
that  of  a  hen's  egg. 

Surface. — A  villous  covering  was  found  in  20  per  cent. 

Composition. — Most  frequently  the  growth  was  found  micro- 
scopically to  be  round  celled  (34-5  per  cent.),  but  the  construction 
varied  greatly  in  different  parts  of  the  same  tumour.  Spindle- 
celled  sarcomatous  tissue  formed  17  per  cent,  of  the  specimens.     In 

1  Gross,  '  Diseases  of  the  Urinary  Organs,'  p.  147,  1876. 

2  Vesical  sarcomata  in  children  has  often  been   described  as  rnyxomata. 
believe  sarcoma  is  much  the  more  usual  growth  in  children. 
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only  one  case  was  cartilage  found.1     I 

which  the  surface  of  villous  papil lor.. .  .     .       . 

into  sarcoma. 

.  -  d  interesting  and  importarr 
diverticulum  was  exhibited  by  Mr.  Roger  Williams  in     -  -       efrae 
this  Society. 

9  nee  the  above  was  Mr.  Southam  has  recorded  six 

:ua  which  had  been  under  his  own  and  his  colleague's 
care  it  HI  iter.     His  analysis  of  th  - 

-9,40,46,47 
5     .—One  female,  five  mal 

-  •  ■  .-  ,  nour. — Five  cases  were  sessile  and 

situated  on  the  base  or  posterior  and  lateral  walls.  One  case 
was  pedunculated  and  placed  upon  the  anterior  wall  on  a  lerel 
with  the  upper  border  of  the  pubes. 

— In  tL.  the  surface  was  distinctly  villous. 

mumr. —  Three  composed  of  round-celled 

ne  of  which  was  "  alveolar "  in  parts,  and 
another  "  lympho-sarcomatous  "  in  places.  Three  cases  exhibited 
mixed  celled  growth  (round  and  spindle  celled).  The  autopsy  in 
three  cases  showed  the  growth  to  be  confined  to  the  bladder  wall, 
and  in  one  case  only  leposits  discovered  (£.  e.  in 

the  kidney) .  Ma  re*  20O,  188a 


13.  A  cr.<,   of  tar  f  the  urinary  bladder. 

By  D'Akcy  Powek.  MJ3 

'  '  ma  of  the  bladder  is  a  comparatively  rare  disease  indeed. 
k_  Thr  ordinary  English  text-books  on  surgery  hardly  refer  to  it, 
whil--  Gross  in  his  '  Sj  sti  m  of  Surgery  '-  says  thai  -  rified  by 
minute  examination  sarcoma  is  one  of  the  rar  si  I  the  neoplasms 
of  the  1  ladder."  In  t  he  following  paper,  however,  I  shall  endeavour 
ihow  that  this  statement  is  hardly  founded  ui  \  wr  at  any 

that    my   predecessors,  the   curators  of   the   museum  at  St. 

1   Shattoek.  ■  Pathological  Trail?.,'  vol.  XXXt  L8S,  1SS7. 

1  Vol.  ii,  p.  620.  ed.  vi.     Philadelphia.  188S 
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m  w*a  Bob  have  boon    singularly  fortunate  in  pre- 

serving siderable  uuinbor  of  specimens  of  vesical  sarcoma. 

The  first  example  is  a  bladder  which  has  been  laid  open  along 
its  anterior  wall :  its  cavity  is  seen  to  be  obliterated,  excepi  at  its 
upper  part,  by  the  new  growth  which  has  infiltrated  its  anterior 

and  lateral  walls  as  well  as  the  fundus.  The  portion  of  growth 
which  occupies  the  cavity  of  the  bladder  is  a  tuberous  and  cauli- 
flower-like mass.  The  rectum  has  become  involved  by  its  extension 
backwards,  and  near  the  anus  the  tumour  actually  projects  into  the 
cavity  of  the  bowel.  The  projecting  portion,  however,  has  broken 
down,  and  a  fistulous  passage  has  in  this  way  been  established 
between  the  and  the  rectum.     A  piece   of   catheter   has 

through  an  opening  at  the  upper  portion  of  the 
■men  which  was  made  by  supra-pubic  puncture  of  the  bladder, 
a  fortnight  before  the  death  of  the  patient.  The  preparation  was 
obtained  from  a  man,  aged  64,  who  had  suffered  from  hematuria 
for  eighteen  months.  The  growth  was  partially  removed  bv 
median  cystotomy  and  dilatation  of  the  prostate,  but  as  it  continued 
to  increase  in  size,  and  micturition  became  difficult  and  painful,  the 
bladder  was  punctured  above  the  pubes.  Microscopicallv  the 
growth  is  a  typical  mixed-celled  sarcoma.1 

Four  other  cases  of  sarcoma  of  the  bladder  are  preserved  in  the 
museum  of  St.  Bartholomew's  Hospital.  In  the  first2  of  these 
the  new  growth  is  single  and  infiltrates  the  whole  organ,  except  the 
anterior  third,  and  nearly  fills  its  cavity.  The  bladder  is  not 
hypertrophied,  nor  are  either  of  the  ureters  dilated.  The  uterus  is 
involved  in  the  infiltration,  but  the  vagina  is  free.  Microscopically 
the  growth  consists  of  round  sarcoma  cells  with  little  or  no  matrix. 

In  another  specimen3  the  bladder  has  several  masses  of  new 
growth,  sessile  on  its  mucous  membrane.  The  largest  of  these 
masses  is  situated  over  the  orifice  of  the  right  ureter,  and  infiltrates 
the  muscular  as  well  as  the  mucous  coat  of  the  bladder,  whilst  a 
smaller  mass  grows  from  the  left  side  of  the  urethra.  Numerous 
masses  of  growth,  measuring  on  an  average  three  quarters  of  an 
inch  in  diameter,  are  scattered  over  the  rest  of  the  mucous  mem- 
brane.    The  bladder  is  slightly  hypertrophied.     It  was  removed 

1  It  is  preserved  in  the  museum  of  St.  Bartholomew's  Hospital,  Series  xxx, 
No.  2419  (a). 

lb.,  No.  2428. 
3  lb.,  Series  xxx,  No.  2429. 
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from  a  man,  aged  57,  who  exhibited  symptoms  of  the  disease  for 
six  months  before  his  death.  Microscopically  the  tumour  is  a 
mixed-celled  sarcoma  which  is  undergoing  mucoid  degeneration. 

In  a  third  instance1  the  bladder  contains  several  firm  round 
tumours  which  are  situated  between  the  mucous  and  muscular 
coats  of  the  fundus.  One  tumour  projects  into  the  cavity  of  the 
organ,  whilst  the  rest  protrude  on  its  outer  surface,  being  covered 
by  the  peritoneum  and  the  muscular  fibres  of  the  organ.  Micro- 
scopically the  growths  consist  of  small  round-cells  embedded  in  a 
homogeneous  matrix. 

The  last  specimen2  preserved  in  this  series  is  perhaps  the  most 
interesting,  for  it  is  of  the  uature  of  an  alveolar  sarcoma.  It  is 
described  in  the  catalogue  as  a  bladder,  laid  open  by  a  vertical 
incision  through  its  anterior  wall.  A  pedunculated  growth  is 
attached  to  its  inner  surface,  stretching  transversely  across  the 
fundus  of  the  bladder,  immediately  behind  the  apertures  of  the 
ureters,  which  are  much  dilated.  The  mass  is  attached  at  either 
side,  but  free  in  the  centre,  and  was  so  situated  that  it  might  lie 
forward  over  the  urethral  orifice,  or  be  propelled  in  that  direction 
when  attempts  were  made  to  void  the  urine.  The  tumour,  irregu- 
larly lobulated,  consists  of  a  fine  filamentous  structure  scattered 
through  a  granular  substance,  and  invested  by  a  quantity  of 
tesselated  epithelium.  The  walls  of  the  bladder  are  much 
thickened.  At  its  upper  surface  the  cavity  of  an  abscess  commences 
and  extends  to  the  umbilicus,  but  no  communication  can  be  traced 
between  the  two,  although  the  urine  continued  to  escape  by  the 
abscess  up  to  the  time  of  the  child's  death. 

The  small  papilla  close  to  the  vesical  termination  of  the  abscess 
is  all  that  appears  of  the  urachus.  A  bristle  passed  some  way 
down  it,  but  could  not,  without  violence,  be  forced  into  the  bladder. 

From  a  child  who  had  suffei-ed  for  eight  weeks  from  extreme 
pain  during  micturition,  presently  followed  by  severe  pain  in  the 
abdomen.  A  swelling  formed  about  the  umbilicus,  softened,  and 
was  opened  with  a  lancet,  some  healthy  pus  escaping.  Urine 
began  to  dribble  away  from  this  opening,  scarcely  any  escaping  by 
the  natural  channel.  The  child,  after  lingering  in  a  wretched  state 
for  some  days,  died. 

I  am  enabled  by  the  kindness  of  Mr.  Hurry  Fenwick  to  add  the 
1  St.  Bartholomew's  Hospital  Museum,  series  xxx,  No.  2430. 
1  lb.,  series  xxx,  No.  2419. 
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details  of  four  additional  cases  of  sarcoma  of  the  bladder  which  are 
preserved  in  the  pathological  collections  in  London. 

In  the  Hunteriau  Museum1  is  a  ljmpho-sarcoma  of  the  bladder 
from  a  man,  aged  68.  The  entire  organ  is  infiltrated,  and  so  filled 
with  the  growth  that  only  a  small  cavity  is  left  at  the  trigone. 

In  the  same  collection2  is  a  male  bladder  containing  a  single 
sessile  growth  situated  on  the  left  side  of  the  orifice  of  the  left 
ureter.  The  growth  infiltrates  the  whole  thickness  of  the  vesical 
wall.     It  is  probably  a  myo-sarcoma. 

In  the  museum  of  Guy's  Hospital3  is  a  male  bladder  containing 
a  mass  of  spindle-celled  sarcoma  situated  near  the  right  ureter. 
The  rest  of  the  mucous  membrane  is  healthy.  The  gi'owth  consists 
of  two  parts,  a  body  which  is  sessile  and  is  covered  with  long  villi, 
and  an  outer  portion  which  is  smooth,  and  which  consists  of  looser 
tissue.  The  bladder  is  not  hypertrophied,  nor  are  the  ureters 
dilated. 

In  the  museum  of  the  Middlesex  Hospital4  is  a  villous  fibro- 
sarcoma which  exists  as  a  single  oval  growth  attached  to  the 
bladder  by  a  broad  flattened  base.  The  tumour  is  situated  close 
to  the  entrance  of  the  right  ureter,  and  is  of  the  size  and  shape  of 
a  hen's  egg.  It  is  soft  and  spongy  in  texture.  As  in  the  preceding- 
cases  the  bladder  was  taken  from  a  man. 

The  preceding  cases  show  that  there  are  at  the  present  time  in 
London  nine  cases  of  sarcoma  of  the  bladder  of  which  three  may 
be  classified  as  mixed-celled  sarcomata  and  two  as  round-celled 
sarcoma.  The  remaining  four  are  isolated  instances  of  fibro-sarcoma, 
lympho-sarcoma,  myo-sarcoma  and  alveolar  sarcoma  respectively. 

March  20th,  1888. 

1  The  Royal  College  of  Surgeons,  No.  3706. 
-  lb.,  No.  3707  («). 
3  Guy's  Hospital  Museum,  No.  210422. 
*  Middlesex  Hospital  Museum,  No.  1750. 
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14.  Sarcoma  of  the  urinary  bladder. 
By  Thomas  Vincent  Jackson. 

SG — ,  aged  76,  was  first  seen  in  September,  1885  ;  is  married 
•  and  has  a  family  of  three  daughters.  A  native  of  Switzer- 
land, but  since  early  manhood  he  has  resided  in  England,  and 
chiefly  in  Wolverhampton,  and  ever  since  he  has  pursued  with 
much  energy  au  active  although  not  laborious,  but  yet  at  times 
anxious  occupation,  and  looking  back  upon  his  past  life  from  his 
present  standpoint  of  three  score  and  sixteen  years  his  memory  fails 
to  remind  him  of  any  illness  antecedent  to  the  present  one.  Of 
his  family  history  he  knows  very  little,  and  that  little  seemed  so 
unreliable  that  no  note  was  made  of  it. 

Mr.  G- —  has  consistently  through  life  been  most  regular  in  his 
habits  and  has  likewise  been  temperate  in  his  eating  and  drinking. 
He  is  a  non-smoker. 

Naturally  of  spare  habit,  he  states  that  physically  he  has  under- 
gone with  increasing  years  little  change,  owing  as  he  believes  to  his 
life-long  activity,  energy,  and  to  the  possession  of  a  nervous 
temperament. 

Two  years  since,  much  to  his  surprise  and  without  any  provoca- 
tive that  he  remembers,  he  observed  on  casually  urinating  that 
blood  was  visible  in  the  chamber.  For  a  time  it  disappeared,  then 
was  observed  again,  but  on  each  occasion  the  quantity  of  blood 
voided  visibly  increased  until  just  before  he  came  to  see  me  it 
seemed  as  if  only  blood  was  expelled.  The  result  of  a  careful 
examination  was,  that  I  arrived  at  the  conclusion  that  the  source 
of  the  hsematuria  was  vesical,  and  for  these  reasons  : 

1.  That  the  frequency  of  micturition  by  day  and  by  night  was 
very  much  increased,  and  that  an  occasional  although  not  a  con- 
stant s3rmptom  was  pain  at  the  end  of  the  penis,  at  first  only 
noticed  at  the  termination  of  the  act  of  micturition,  but  afterwards 
the  pain  was  more  continuous. 

2.  That  on  one  occasion  blood  had  in  large  quantities  appeared 
in  the  urine  after  exercise. 

3.  That  although  the  exploration  of  the  interior  of  the  bladder 
with  a  sound,  as  well  as  its  bimanual  examination  by  the  finger  in 
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the  rectum  and  the  fingers  of  the  other  hand  pressing  as  deeply  as 
was  permitted  above  the  pubes,  supplemented  by  a  careful  qualita- 
tive and  microscopic  examination  of  the  urine,  yielded  negative 
results,  yet,  as  the  annoying  symptoms — hsematuria  and  frequency 
of  urinating — were  much  intensified  for  a  few  days  by  the  internal 
exploration  and  the  external  manipulation  of  the  bladder,  it  was, 
I  think,  a  fair  inference  that  the  source  of  the  blood  flow  was 
undoubtedly  vesical. 

I  may  state  that  the  reaction  of  the  urine  was  acid,  and  that  it 
continued  so  until  death  occurred. 

An  exploratory  operation  was  advised,  but  by  himself  and  his 
family  was  at  once  opposed  and  ultimately  declined.  On  February 
28th,  1886,  death  took  place  from  asthenia. 

A  limited  post-mortem  examination  was  made  by  Dr.  Evans  ;  the 
bladder  after  inspection  only  being  removed.  A  growth  was  seen 
to  occupy  the  base  of  the  bladder,  covering  the  trigone  and 
extending  forwards  to  the  prostate,  the  posterior  wall  of  the  bladder 
being  unaffected.  The  growth  was  single,  and  although  not  dis- 
tinctly pedunculated  yet  the  attached  portion  was  circumf  erentially 
smaller  than  the  free  portion. 

The  microscopic  examination  was  made  by  Dr.  Heneage  Gibbes, 
and  the  following  is  his  report :  "  The  tumour  is  made  up  of 
rounded  cells,  varying  in  size  in  different  parts,  and  a  fibrous 
stroma.  Throughout  it  runs  a  large  number  of  blood-vessels  in 
direct  contact  with  the  cells.  In  some  parts  the  cells  are  small 
and  densely  packed,  and  the  stroma  can  only  be  made  out  with 
difficulty ;  in  other  parts  the  cells  are  larger  and  the  stroma  sur- 
rounds each  cell ;  other  parts  are  intermediate  between  these  two 
conditions.  The  blood-vessels  are  very  numerous  and  irregular  in 
calibre ;  in  many  places  they  are  much  dilated  and  full  of  blood. 
In  other  parts  there  is  a  denser  plexus  of  capillary  vessels,  and 
the  interstices  of  the  surrouuding  tissue  are  full  of  extravasated 
blood.  The  tumour  is  of  a  sarcomatous  nature,  varying  in  its 
structure  in  different  parts.  That  portion  containing  the  large 
round  cells  surrounded  by  stroma  resembles  what  has  been 
described  by  some  writers  as  alveolar  sarcoma.  In  other  parts  it 
resembles  a  round-celled  sarcoma  of  the  ordinary  type  but  differs 
in  being  much  more  vascular  than  they  usually  are.  In  the  most 
delicate  parts  the  stroma  somewhat  resembles  that  found  in 
myxomata." 

12 
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Remarks. — Sarcomata  are  admitted  to  be  the  least  frequent  of 
the  various  kinds  of  tumours — innocent  and  malignant — which 
invade  the  bladder,  therefore  it  is  desirable  that  no  opportunity- 
should  be  omitted  of  examining  and  reporting  any  given  example 
when  the  occasion  is  afforded. 

The  specimen  which  I  exhibit  to  the  Society  to-night  is  not  one 
of  the  most  ordinary,  for  in  its  structure  it  is  variable,  in  one 
portion  resembling  what  has  been  described  as  alveolar  sarcoma 
and  in  other  parts  a  round-celled  sarcoma  (the  most  common 
hind). 

Again,  in  persons  of  advanced  or  advancing  age  the  growth 
more  frequently  affects  the  posterior  wall  of  the  bladder,  and  is 
not  as  a  rule  pedunculated  or  inclined  to  be  pedunculated ;  but  in 
the  specimen  now  exhibited  the  base  of  the  bladder  is  the  seat  of 
the  disease,  and  instead  of  being  sessile  there  is  a  pedicle,  although 
perhaps  a  somewhat  broad  one. 

Hsematuria,  as  a  rule,  is  not  the  first  symptom  in  malignant 
affections  of  the  bladder  but  is  generally  preceded  by  frequent 
micturition. 

The  manual  determination  of  the  presence  of  a  sessile  or  semi- 
sessile  sarcomatous  bladder  tumour  will  often  be  a  difficult 
problem,  a  hit  or  miss  kind  of  business,  and  the  certainty  of  its 
presence  will  be  quite  as  much  a  mere  impression  as  a  positive 
demonstration. 

The  question  is  still,  I  think,  undecided  whether  a  sarcomatous 
tumour  when  diagnosed,  and  moreover  when  felt  or  seen,  should 
in  persons  of  an  advanced  age  be  meddled  with  ?  What  is  now 
wanted  is  not  the  mere  recital  of  the  operation,  explorative  or  com- 
plete, but  the  after-history  of  the  case  from  that  event  to  the  end 
of  life.  May  15th,  1888. 


15.  "  Contact  "  carcinoma  of  the  urinary  bladder. 
By  E.  Hurry  Fenwick. 

It  is  as  yet  a  moot  point  in  pathology  whether  malignant  disease 
can  or  cannot  multiply  itself  by  implantation  or  inoculation. 
A  certain  number  of  facts  appear  to  support  the  opinion  that  an 
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epitheliomatous  ulcer  can  produce  upon  an  apposing  surface,  or 
even  upon  one  with  which  it  is  frequently  brought  into  contact,  a 
growth  exactly  similar  to  itself.1 

Thus  Kauffmann2 1'elates  a  case  of  a  woman  who  had  cancer  of 
the  dorsum  of  the  right  hand,  and  subsequently  of  the  conjunctiva 
of  the  right  eye.  Her  relatives  stated  that  she  constantly  wiped 
the  right  eye  with  the  back  of  the  right  hand. 

Lucke3  had  a  case  of  ulcerated  carcinoma  of  the  edge  of  the 
tongue  with  inoculation  of  the  mucous  membrane  of  the  cheek  of 
the  same  side. 

Cayley 4  showed  a  specimen  to  this  Society  of  epithelioma  of 
the  posterior  wall  of  the  vagina,  which  had  produced  a  similar 
growth  on  the  anterior  wall  of  the  same  canal,  the  patch  thus 
inoculated  being  exactly  apposed  to  the  site  of  the  initial  lesion. 

Dr.  Alexander  Williams,  of  Tarland,5  reports  a  case  of  a  cancerous 
tumour  situated  on  the  inner  aspect  and  a  little  above  the  middle 
of  the  right  thigh  of  a  woman  aged  60,  producing  apparently  a 
similar  growth  on  the  corresponding  part  of  the  left  thigh.  More- 
over, cases  of  epitheliomatous  ulcers  of  the  lip  and  labium  pudendi 
have  been  encountered  which  have  apparently  induced,  by  contact, 
a  corresponding  growth  in  the  opposing  fellow  fold. 

Whilst  examining  150  museum  specimens  of  cancer  of  the 
bladder  I  was  greatly  struck  with  the  isolation  of  the  deposits  of 
the  growth.  In  some  of  these  multiple  vesical  carcinomata  the 
tumours  were  so  obviously  placed  upon  surfaces  which  would 
come  into  apposition  on  contraction  of  the  viscus  that  I  could  not 
help  being  impressed  with  the  appearance  they  presented  of  having 
been  inoculated  from  a  primary  tumour. 

These  specimens,  which  I  am  able  by  kind  permission  of  Mr. 
Shattock  to  demonstrate  here  to-night  as  illustrative  of  the  subject, 
will  show  to  some  extent  a  point  which  is,  of  course,  extremely 
difficult  to  establish. 

1  Richard  Hall,  "  Etiology  of  Malignant  Tumours,"  '  Annals  of  Surgery,'  1885, 
p.  457,  vol.  ii. 

2  Kauffmann,  "  Ueber  multiplicatat  des  primaren  Carcinoms,"  '  Virch.  Arch.,' 
Bd.  80,  p.  347. 

3  Lucke,  "  Die  Lehre  von  den  Geschwiilsten,"  '  Billroth  und  Pitha  Handbuch,' 
Bd.  11,  Abth.  1,  p.  50. 

4  Cayley,  «  Path.  Trans.,'  vol.  xvii,  p.  198,  1886. 

6  A.  Williams,  *  British  Medical  Journal,'  December  17th,  1887,  p.  1369. 
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Case  1  (St.  Thomas's  B.  B.  36). — The  bladder  is  cut  open  in 
front.  The  posterior  wall  is  free ;  the  anterior  wall  is  free  from 
projecting  growth  but  densely  infiltrated.  Springing  from  apposed 
lateral  surfaces  are  ulcei'ated  masses  of  growth.  The  tumours  of 
the  two  sides,  however,  differ  ;  the  right-sided  mass  is  the  larger. 
In  vesical  contraction  its  upper  third  would  shelve  above  the 
tumour  of  the  left  side.  The  mucous  membraue  against  which 
this  over- riding  piece  would  come  is  spotted  over  with  carcinomatous 
tubercles.  The  sequence  of  events  might  have  been  this  :  The  left- 
sided  growth  produced  by  irritation  the  tumour  found  upon  the 
right ;  the  growth  of  the  latter  being  more  rapid  than  the  former 
it  overlapped  its  forbear,  and  impinging  on  the  healthy  membrane 
above  it  produced  a  second  generation  of  malignant  cells. 

Case  2  (St.  Thomas's  B.  B.  25).— On  the'  posterior  wall  of  the 
bladder,  immediately  above  the  right  ureteral  orifice,  is  a  small 
tumour  somewhat  like  a  flattened  raisin.  On  the  right  side  of  the 
trigone  upon  which  this  subsessile  growth  would  rest  are  a  number 
of  small  nodules  of  growth. 

Case  3  (St.  Thomas's  B.  B.  31). — The  primary  growth  appears 
to  be  the  largest  tumour  which  is  pedicled  in  the  left  lateral  zone. 
The  apex  of  the  bladder  against  which  the  growth  would  press  is 
covered  with  secondary  deposits.  The  base  shows  only  marks  of 
acute  cystitis.1 

In  10  per  cent,  of  the  cases  of  vesical  cancer  villous  papillomatous 
growths  coexist  in  the  bladder  with  the  carcinoma,  apparently 
produced  by  irritation.  It  is  with  the  object  of  drawing  attention 
to  this  important  point  that  I  have  broached  the  subject. 

February  7th,  1888. 

1  Compare  cases  by  Roger  Williams,  "  Sarcoma  in  a  Diverticulum,"  '  Path. 
Trans.,'  1883,  vol.  xxxiv,  p.  152  ;  Bruce  Clarke,  "A  Case  of  Double  Epithelioma 
of  the  Bladder,"  vol.  xxxviii,  p.  181  ;  Heath,  "  Villous  Sarcoma,"  '  Medical  Times 
and  Gazette,'  Dec.  13th,  1879;  St.  Mary's  Hospital,  Hf.  4,  Hf.  9;  Guy", 
Museum,  210360;  Middlesex  Museum,  1952;  St.  Bartholomew's  Hospital,  2420. 
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16.  A  case  of  carcinoma  of  the  bladder.     [Card  specimen.) 
By  E.  Hurry  Fenwick. 

This  bladder  was  removed  from  a  patient  aged  51.  The  history 
of  the  case  is  briefly  as  follows  :  Eight  months  before  death 
the  patient  began  to  experience  a  constant  desire  to  pass  water, 
having  to  strain  to  complete  the  act.  He  suffered  pain  at  the  end 
of  the  penis  after  micturition.  He  also  bad  pain  in  the  hypogas- 
trium  and  thighs,  which  was  increased  by  locomotion.  Intermittent 
hematuria  was  also  noticed.     He  had  been  a  free  drinker. 

Status  prxsens. — He  is  a  well-built  man,  with  a  good  deal  of  sub- 
cutaneous fat ;  the  glands  in  the  groin  are  hard  and  shotty  as  if 
syphilitic,  those  on  the  right  side  being  especially  enlarged.  He  is 
sent  for  the  I'elief  of  a  supposed  calculus,  but  examination  of  the 
rectum  shows  that  a  hardness  and  unevenness  exist  at  the  base  of 
the  bladder  and  vesicula?  seminalis,  which  is  very  suggestive  of 
carcinoma.  This  condition  is  especially  marked  on  the  right  side. 
The  prostate  itself  is  not  enlarged  or  hard.  He  was  sounded,  but 
with  difficulty,  the  instrument  having  to  be  much  depressed.  He 
gradually  sank. 

Autojisy. — There  is  much  visceral  fat.  The  peritoneum  is  adhe- 
rent to  the  back  of  the  bladder  in  patches.  On  putting  the  hand 
into  the  pelvis  the  course  of  the  vessels  is  felt  to  be  marked  out  by 
large  Brazil-nut-sized  glands.  The  margin  of  the  true  pelvis  is 
thus  very  uneven,  and  its  opening  is  contracted.  (The  pelvic- 
viscera  were  removed  en  masse.)  Carcinomatous  deposits  are  to 
be  felt  along  the  back  of  the  bladder.  These  are  evidently  glands 
which  follow  the  course  of  the  vasa  def erentia ;  they  are  seen  to  be 
in  direct  communication  with  the  iliac  chains,  and  the  enlarged 
glands  in  the  groin.  The  bladder  is  opened  in  the  middle  line,  and 
the  muscle  wall  is  seen  to  be  slightly  but  distinctly  hypertrophied. 
Blocking  up  and  distending  the  prostatic  urethra  is  a  firm  mass  of 
cancer,  which  has  its  origin  in  the  right  side  of  the  trigone,  but  which 
extends  upwards  to  implicate  the  right  ureteral  orifice.  The  size  of 
the  growth  is  equal  to  a  small  Tangerine  orange.  Its  surface  is 
lobulated  and  uneven ;  it  cuts  very  firm.  It  is  not  ulcerated,  ex- 
cept at  one  spot,  where  a  small  cavity  is  found  plugged  with  a 
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recent  blood-clot.  Sections  made  through  the  prostate  show  it  to 
be  implicated  in  patches,  but  the  disease  has  evidently  commenced 
in  the  trigone  and  not  in  the  prostate.  The  vesiculae  seminales  are 
hard,  their  cavities  are  contracted,  and  their  walls  infiltrated  with 
carcinoma.     No  deposits  are  to  be  found  elsewhere. 

April  3rd,  1888. 


17.  Primary  carcinoma  of  urinary  bladder.     [Card 
specimen.) 

By  G.  H.  Makins. 

The  specimen  is  half  of  an  ulcerated  growth  from  the  floor  of  the 
female  bladder.  The  affected  portion  was  roughly  circular  in 
outline,  2|  inches  in  diameter;  surface  rugged  and  uneven  at 
the  margin  ;  a  number  of  small  polypoid  excrescences  exist.  Wall 
of  bladder  infiltrated  and  thickened  to  about  three  quarters  of  an 
inch.  The  external  aspect  shows  a  small  adhesion  to  the  cervix 
uteri,  and  also  the  termination  of  the  left  ureter  considerably 
dilated  and  hypertrophied.  In  the  recent  condition  the  section 
of  the  growth  was  white  in  colour  and  in  consistence  hard  and  gristly. 

The  growth,  of  which  a  section  was  exhibited,  consisted  of  a 
stroma  enclosing  large  alveoli  containing  epithelial  cells,  resembling 
those  of  the  mucous  membrane  of  the  bladder,  but  there  were  no 
"  cell-nests." 

The  remaining  portion  of  the  bladder  was  hypertrophied, 
varying  in  thickness  from  a  quarter  to  one  third  of  an  inch.  The 
mucous  lining  was  of  a  dark  slate  colour  with  a  few  patches  of 
bright  red  ;  it  was  roughened  and  villous  throughout,  and  in  a 
few  spots  encrusted  with  phosphates. 

The  internal  iliac  glands  were  infiltrated,  hard,  white,  and 
cupping  on  section.    No  further  secondary  growths  were  discovered. 

Ureters  moderately  dilated  and  hypertrophied,  especially  the 
left,  distended  with  pus,  and  red  and  inflamed  throughout. 

Kidneys:  Right  Q\  oz.  Pelvis  slightly  dilated,  both  it  and 
calices  full  of  pus  ;  numerous  small  yellowish  spots  in  cortex,  some 
projecting  from  surface ;  capsule  slightly  adherent.  Left  2f  oz. 
Converted  into  a  large  branching  cavity  full  of  pus.  Capsule 
adherent. 
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Uterus:  Slight  endometritis  ;  cervix  adherent  over  a  small  area 
to  left  part  of  base  of  bladder  but  not  infiltrated. 

Ovaries  healthy  ;  small  points  of  adhesion  between  left  broad 
ligament  and  bladder. 

Liver  firm. 

Spleen  normal. 

Heart  normal. 

Lungs :  Muco-purulent  secretion  in  large-  and  medium-sized 
tubes  ;  otherwise  normal. 

Pericardium  and  pleurae  normal.     Body  much  emaciated. 

Clinical  history. — F — ,  aged  60 ;  married,  fifteen  children  ;  no 
heredity  traceable ;  has  always  been  healthy.  Symptoms  consisting 
of  frequent  micturition,  accompanied  by  pain,  scalding,  and  hsema- 
turia  dated  from  Christmas,  1886.  She  was  admitted  into  St. 
Thomas's  Hospital  on  June  24th  to  have  some  urethral  caruncles 
removed,  which  was  done  by  excision  and  cauterization  of  base. 
She  left  on  July  5th,  but  returned  on  August  10th  with  aggravated 
symptoms.  She  had  passed  a  considerable  quantity  of  blood  as 
clots  in  the  interval,  and  micturition,  which  was  extremely  painful, 
had  been  necessary  every  hour  throughout  the  night.  The  urine 
contained  numerous  pus-cells  and  blood,  but  nothing  distinctive 
of  cancer. 

On  September  3rd  the  urethra  was  dilated  and  the  bladder 
explored  by  the  finger  when  the  true  nature  of  the  case  was  dis- 
covered. A  small  polypoid  growth  from  the  margin  of  the  ulcer 
was  removed  with  the  snare,  and  its  nature  was  determined  by 
microscopical  examination. 

The  patient  subsequently  developed  well-marked  signs  of  suppu- 
rative nephritis  and  died  on  October  22nd,  1886. 

December  6th,  1887. 


18.  Bilharzia  hamatobia,  coexisting   with    an    epitheliomatous 
growth  of  the  bladder.     [Card  specimen.) 

By  E.  Hurry  Fen  wick,  for  Dr.  Thomas  Harris  (Manchester). 

This  specimen  represents  the  half  of  a  bladder,  which  was  kindly 
sent  for  the  Owens  College  Museum  by  Mr.  Eeginald  Harrison, 
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of  Liverpool,  as  an  illustration  of  a  bladder  affected  with  the 
bilharzia  disease,  but  on  microscopical  examination  it  was  found 
that,  in  addition  to  showing  a  very  large  number  of  the  ova  of  the 
Bilharzia  heematobia  there  was  present  a  large  epitheliomatous 
growth  sprouting  into  the  intei-ior  of  the  bladder,  the  cavity  of 
which  organ  it  had,  judging  from  the  half  available  for  examination, 
almost  entirely  filled.  The  bilharzia  ova  were  not  present  in  the 
growth,  but  at  its  base, — a  large  number  existing  in  the  surrounding 
mucous  and  submucous  tissue. 

No  history  could  be  obtained  of  the  case,  except  that  the  man 
was  believed  to  have  suffered  for  many  years  from  the  bilharzia 
affection,  and  the  malignant  disease  was  not  suspected  during  life. 

The  case  appears  to  be  interesting  on  account  of  the  possible 
connection  of  the  malignant  growth  with  the  bilharzia  affection. 
It  is  quite  possible  that  malignant  disease  may  have  been  occasioned 
by  the  irritation  produced  by  the  bilharzia  ova,  and  that  whilst 
usually  the  effect  of  the  ova  in  the  mucous  membrane  of  the 
bladder  is  only  to  cause  the  production  of  an  inflammatory  granu- 
lation tissue,  in  this  case  the  irritation  had  occasioned  the  deve- 
lopment of  an  epithelioma.  May  15th,  1888. 


19.   Urinary  bladder  and  kidney  from  a  case  of  Bilharzia  heema- 
tobia.    [Card  specimen.') 

By  F.  S.  Eve. 

The  bladder  has  been  divided  by  an  antero- posterior  section. 
Springing  from  its  floor  is  a  flocculent  fungoid  growth.  A 
larger  growth  projects  from  the  much  thickened  anterior  wall.  Its 
cavity  is  contracted,  and  the  mucous  membrane  in  parts,  ulcerated. 

Microscopically,  the  fungoid  growths  were  of  the  nature  of  in- 
flammatory new-formations.  On  their  surfaces  were  masses  of  eggs 
and  egg-cases  of  the  parasite. 

The  ureters  are  dilated. 

The  pelvis  and  calyces  of  the  kidney  are  dilated,  and  its  paren- 
chyma extremely  atrophied. 

Ova  were  found  in  the  capillaries  of  the  lungs,  kidneys,  and  skin. 

Presented  to  the  Museum  of  the  Royal  College  of  Surgeons  by 
Dr.  Milton,  of  Cairo.  February  7th,  1888. 
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20.  Extreme  tuberculous  ulceration  of  the  bladder ;  tuberculosis 
of  the  urethra.     {Card  specimen.} 

By  Percy  Kidd,  M.D. 

In  addition  to  marked  pulmonary  phthisis  the  patient  was  the 
subject  of  extensive  tuberculous  pyelitis  (the  left  kidney),  tuber- 
culosis of  the  right  kidney,  left  ureter,  prostate,  vesicuke  seminales, 
left  testicle  and  vas  deferens,  lai*ynx  and  intestine. 

The  bladder,  with  the  exception  of  a  small  portion  of  the  right 
lateral  wall,  presents  one  continuous  ulcerated  surface,  which  is 
covered  by  a  thin  layer  of  whitish  urinary  salts.  The  walls  of  the 
bladder  are  only  slightly  thickened.  The  ulceration  is  suj>erficial, 
its  surface  is  coarsely  granular,  being  marked  here  and  there  with 
bright  red  points,  and  at  its  borders  there  is  a  zone  of  dusky  red- 
ness. A  few  small  islands  of  ulceration  of  a  similar  appearance 
with  a  surrounding  halo  of  congestion  are  seen  in  the  unaltered 
mucous  membrane  just  outside  the  margin  of  ulceration. 

The  ulceration  extends  into  the  urethra  for  about  the  distance  of 
one  inch,  and  farther  on  the  mucous  membrane  is  studded  with 
groups  of  opaque  miliary  tubercles  to  within  about  half  an  inch  of 
the  meatus,  which  is  unaffected.  The  prostate  and  vesicuke  semi- 
nales contain  caseous  masses,  the  left  vesicula  being  much  enlarged. 
The  left  ureter  in  its  lower  half  is  converted  into  a  thick  solid 
caseous  cord. 

The  patient  during  life  complained  of  no  bladder  symptoms. 
The  urine  contained  some  mucus,  and  a  small  quantity  of  albumin. 

April  17th,  1888. 


21.  Imperforate  urethra  in  a  foetus  of  about  the  fourth  month. 

By  Samuel  G.  Shattock. 

[With  Plate  XL] 

The   fcetus  measures  in  the  fully  extended  position,  from  the 
vertex  of  the  head  to  the  heel,  143  cm.     As  computed  from 
Toldt's  table,  given  in  Spiegelberg's  text-book  of  midwifery  (trans- 
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lated  by  the  New  Sydenham  Society,  1887),  this  will  give  an  approxi- 
mate age  of  slightly  more  than  four  months.  The  male  sex  is 
fully  declared.  Externally,  beyond  a  great  fluid  distension  of  the 
abdomen,  nothing  unusual  presented  itself. 

The  umbilical  cord  is  normally  attached  to  the  abdominal  wall, 
and  is  itself  normally  constituted. 

An  incision  into  the  distended  abdomen  reveals  a  large, 
smoothly-walled  space  occuj>ying  the  pelvic  cavity,  and  apparently 
that  of  the  whole  abdomen ;  it  appears  at  first  sight  as  though  the 
abdomen  were  wholly  devoid  of  viscera.  The  simplicity  of 
the  interior  of  the  cavity  is  broken  only  by  the  presence  of  two 
paired  openings  2*5  mm.  in  diameter  at  its  posterior  and  lower 
part.  The  openings  are  V7  cm.  apart,  and  lie  "6  cm.  above  the 
level  of  the  symphysis  pubis. 

A  systematic  dissection  shows  the  large  cavity  noticed  to  have  a 
proj:>er  wall,  distinct  from  and  of  about  the  same  thickness  as  that 
of  the  abdomen.  The  abdominal  wall,  indeed,  admits  without 
difficulty  of  being  peeled  from  the  front  and  sides  of  the  sac  in 
question,  which  measures  in  the  vertical  direction  5'2  cm.  (2T15-th 
inch),  in  the  transverse  3'5  cm.,  and  from  before  backwards  the  same. 

On  sepai'ating  the  sac  from  the  deeper  posterior  parts,  the 
paired  orifices  in  its  base  are  seen  to  be  the  openings  of  the  lower 
ends  of  the  ureters,  both  of  which  are  equally  dilated,  and  thrown, 
by  reason  of  their  increased  length,  into  tortuous  varicose  coils. 

The  ureters  open  without  obliquity  by  circular  jmtulous  orifices 
into  what  is  therefore  an  enormously  distended  urinary  bladder. 
The  posterior  surface  of  this  dilated  bladder  presents  faint 
transverse  ridges  like  those  due  to  the  muscular  hypertrophy 
seen  in  most  cases  of  ordinary  vesical  or  urethral  obstruction. 

The  kidneys  measure  each,  in  the  vertical  direction,  15  cm.,  and 
are  surmounted  by  a  normal  adrenal.  Longitudinal  section  shows 
each  kidney  to  be  in  the  extreme  degree  cystic,  and  microscopic 
preparations  offer  admirable  specimens  of  the  condition  known  as 
general  cystic  disease,  examples  of  which  have  been  from  time  to 
time  described  in  the  Society's  '  Transactions,'  and  are  contained 
in  most  museums  of  any  pretension. 

The  histology  of  the  kidney  makes  it  plain  that  the  cysts  are  of 
the  kind  classed  as  retention-cysts.  They  form  a  series  of  spaces 
of  various  shapes  in  section  ;  circular,  oval,  reniform,  flask-shaped, 
or   tortuous,   irregularly-spreading  cavities  with   lesser   branches 


DESCRIPTION  OF  PLATE  XI. 

Illustrating  Mr.  Sbattock's   specimen   of  Imperforate  Urethra. 
(Page  185.) 

Prom  a  drawing  by  himself. 


Trans. Path.  Soc.  Vol.XXXIX,  Pl.XI. 


SG.Shattoclc  del. 


F.  Huth  Lift?  Edinr 
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projecting  from  their  sides.  It  is  difficult,  indeed,  to  find  any 
normal  tubuli  in  the  renal  substance.  The  cysts  are  lined  with 
beautiful  cubical  epithelium.  In  nearly  all  cases  the  glomeruli 
project  into  cystic  dilatations  of  their  capsules,  and  it  is  observable 
that  dilated  tubuli  open  freely  into  the  renal  pelvis. 

The  stroma  between  the  cysts,  &c,  is  abundant,  with  orally 
nucleated  corpuscles  ;  the  larger  trabecule  are  of  looser  texture  in 
their  more  central  parts,  with  branched  corpuscles.  The  arterioles 
are  healthy. 

Above  and  behind  the  distended  bladder  lie  the  various  abdo- 
minal viscera,  closely  pressed  against  the  diaphragm  and  other 
walls  of  the  abdomen  ;  the  thoracic  viscera  are  normally  developed. 
More  particularly  the  intestine  terminates  in  a  well-formed  rectum, 
which  has  a  free  conjunction  with  the  anus. 

Remarks. — Whatever  may  be  the  difficulty  in  certain  cases  of 
accounting  for  distension  of  the  fcetal  bladder  and  ureters,  in  the 
present  the  cause  is  obvious  enough ;  there  is  complete  atresia  of 
the  bladder. 

There  are,  however,  two  or  three  debateable  questions  raised  by 
this  specimen.  In  the  first  place,  is  the  imperforate  condition 
primary  and  original,  or  has  it  occurred  subsequently  to  a  normal 
development  of  the  parts  ?  There  is  plain  evidence  adducible  that 
diminution  or  closure  of  canals  occurs  at  times  during  the  process 
of  development  from  secondary  changes,  setting  aside  the  con- 
siderable class  of  clases  in  which  this  obliteration  occurs  as  a 
normal  event. 

The  complete  closure,  for  example,  of  the  duodenum  at  times 
observed  in  the  foetus,  cannot  be  explained  except  as  a  secondary 
abnormal  occurrence  in  the  developmental  process.  Two  cases  of 
this  kind  are  figured  by  Forster  in  his  '  Missbildungen ;'  another  is 
incidentally  referred  to  by  Spiegelberg  (loc  cit.,  p.  462),  and 
instances  of  the  same  have  been  recorded  by  Mr.  Sutton  in  the 
'  Med.-Chir.  Trans.,'  and  by  Dr.  Charlewood  Turner  in  the 
'  Path.  Soc.  Trans.,'  1887.  Again,  some  cases  of  congenital  atresia 
of  the  pulmonary  or  of  the  aortic  arterial  apertui-e  are  clearly 
explicable  on  intra-uterine  diseases  of  the  valves.  Dr.  Peacock  has 
recorded  such  cases  ('  Malformations  of  the  Human  Heart,'  2nd 
edit.),  and  some  while  ago  I  showed  at  the  Society  a  specimen  of 
complete  atresia  of  the  aortic  aperture  of  a  similar  nature  ('  Path. 
Soc.  Trans.,'  1881). 
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In  the  present  case,  however,  the  imperforate  condition  is  most 
probably  primary  or  original  rather  then  secondary  in  its  nature; 
and  it  may  be  looked  upon  as  the  counterpart  of  that  which 
constitutes  imperforate  rectum.  It  is  clear,  on  a  moment's  reflec- 
tion, that  if  the  hind-gut  and  the  urogenital  sinus  be  continuous 
in  the  manner  and  degree  they  normally  should,  when  the  cloacal 
depression  lays  open  the  one  it  will  lay  open  also  the  other  into  a 
common  space. 

Nevertheless,  there  are  cases  of  perforate  urethra  combined  with 
imperforate  rectum,  and  cases  (such  as  the  present)  of  imperforate 
urethra  combined  with  perforate  rectum.  And  it  must  be  assumed, 
I  submit,  that  in  either  class  of  case  the  original  continuity 
between  the  gut  and  the  urogenital  sinus  has  been  partially  or 
completely  closed,  or  has  been  from  the  first  unduly  small  or 
unnaturally  placed,  before  the  parts  are  reached  by  the  cloacal 
depression,  and  that  either  the  gut  or  the  sinus  may  be  opened 
without  the  other. 

It  is  of  some  interest  to  inquire  whether  the  urethra  is  normally 
formed  or  not.  There  is  a  well-developed  penis  and  scrotum  and 
a  distinct  preputial  orifice,  and  doubtless  a  urethra,  if  it  would  be 
right  to  so  mutilate  the  specimen  as  to  see ;  for  I  may  supply  this 
deficiency  in  observation,  perhaps,  by  referring  to  a  specimen  of 
somewhat  similar  kind  in  the  museum  of  Guy's  Hospital.  In  this 
specimen  (255147),  a  fcetus  of  about  the  fifth  month,  the  distended 
bladder  has  ruptured  into  the  peritoneal  cavity.  In  the  recent 
state  the  bladder  held  about  half  a  pint ;  it  reached  the  prostate 
and  there  terminated.  At  the  hack  of  the  bladder  was  a  small 
ruptured  opening. 

The  ureters  are  tortuous  and  dilated.  The  extravasation  of 
urine  has  set  up  peritonitis  ;  the  abdomen,  it  is  noticed,  contained 
inflammatory  lymph  and  serum  (for  serum  understand  probably 
urine) . 

The  wall  of  the  bladder  is  hypertrophied  and  fascicular.  There 
is  a  normal  anus  through  which  the  intestine  opens. 

Now,  in  this  specimen  there  is  a  well-formed  urethra  in  the  body 
of  the  penis.  The  kidneys  measure  in  this  specimen  I'l  cm.  in 
vertical  diameter,  as  against  1"5  cm.  in  the  younger  subject  of  the 
present  communication.  Through  Dr.  G-oodhart's  kindness  I  have 
been  able  to  examine  them  microscopically.  A  vertical  transverse 
section  a  little  posterior  to  the  proper  mesial  plane  of  the  kidney 
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shows  a  considerable  degree  of  fibrosis,  and  the  presence  of 
irregularly-shaped  retention-cysts  lined  with  cubical  epithelium 
and  sparsely  scattered  in  the  renal  cortex,  some  of  them  close 
beneath  the  capsule.  If  there  is  any  dilatation  of  the  pelvis  it  is 
inconsiderable.1 

Theoretically  the  point  of  occlusion  should  be  in  the  urogenital 
sinus  anterior  to  (or  below)  the  aperture  of  the  common  ejacula- 
tory  ducts.  It  is  at  this  spot  that  the  gut  usually  opens  into  the 
male  urethra  in  cases  of  imperforate  rectum  complicated  with 
recto-urethral  fistula.  The  enormously  distended  bladder  should 
therefore  include  the  urogenital  sinus ;  and  the  ejaculatory  ducts 
should  open  into  the  lowest  part  of  the  cavity,  but  I  have  been 
unable  to  test  this  by  dissection. 

It  will  be  seen,  however,  in  the  specimen  that  the  lower  portion 
of  the  sac,  which  fills  the  pelvic  cavity,  is  somewhat  constricted  off 
from  the  main  portion  above ;  and  this  probably  represents  the 
dilated  sinus. 

On  the  assumption  that  the  atresia  of  the  bladder  is  primary  in 
origin,  it  will  of  course  follow  that  in  the  male  the  formation  of 
the  penile  urethra  has  proceeded  typically,  notwithstanding  the 
fact  that  no  communication  has  been  established  between  it  and 
the  urogenital  sinus. 

As  a  parallel  circumstance,  it  might  be  mentioned  chat  in  cases 
of  imperforate  pharynx  the  palatine  septum  and  other  parts 
anterior  to  the  oesophagus  are  normally  developed,  although  no 
continuity  exists  between  the  pharynx  and  the  adjacent  portion  of 
the  alimentary  canal. 

Passing  from  these  anatomical  considerations,  the  present  speci- 
men in  any  case  obviously  demonstrates  the  importance  in  amount 
of  the  urinary  secretion  that  occurs  during  intra-uterine  life. 
But  if  one  could  be  quite  sure  that  the  urethra  was  imperforate 
from  the  first,  the  capacity  of  the  distended  bladder  and  ureters 
would  not  certainly  give  the  fluid  measure  of  the  actual  normal 
amount  of  urinary  secretion ;  the  cystic  disease  of  the  kidneys  has 
to  be  taken  iuto  the  calculation. 

1  An  account  of  this  specimen  is  given  by  Dr.  T.  W.  King,  in  the  '  Guy's 
Hospital  Reports,'  ser.  i,  vol.  ii.  A  paper  by  Dr.  Robert  Lee  is  there  referred  to 
('  Med.-Chir.  Trans.,'  vol.  xix)  in  which  one  or  two  other  cases  of  urinary 
obstruction  in  the  foetus  are  culled  from  different  observers. 
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The  foetus  is  in  other  respects  perfectly  developed,  and  the 
cause  of  death,  it  may  he  conjectured,  was  either  the  interference 
with  the  heart's  action  occasioned  by  this  enormous  abdominal 
distension,  or,  for  aught  that  could  be  proved  to  the  contrary,  the 
foetus  may  have  died  from  uremic  coma.1 

It  is  generally  held  at  present  that  the  liquor  amnii  is  at  first  a 
special  secretion  of  the  skin  of  the  foetus  and  of  the  capillaries  of 
the  superficial,  subamniotic  layer  of  the  placenta,  but  that  in  the 
later  months  of  pregnancy  it  is  augmented  by  the  voidance  of  the 
foetal  urine,  the  other  sources  of  the  fluid  failing. 

It  has  been  urged,  on  a  priori  grounds,  that  no  tissue  waste 
ai-ises  in  utero,  and  therefore  that  there  is  no  occasion  for  urinary 
secretion ;  but  the  movements  of  the  limbs  during  foetal  life,  after 
the  sixth  month,  are  not  inconsiderable,  whilst  there  is  one  muscle 
the  intermittent  contractions  of  which  never  cease,  viz.  the  heart. 

Again,  it  is  not  uncommon  to  find  uric  acid  or  urates  in  the 
kidneys  of  infants  who  have  died  within  a  short  while  after  birth. 
In  the  last  case  in  which  I  observed  this,  the  child  (which  was 
born  in  the  breech  presentation)  died  on  the  fifth  day  ;  artificial 
inflation  of  the  lungs  was  resorted  to  at  the  time  of  birth,  but  the 
child  never  cried  properly. 

One  of  the  alleged  causes  of  uric  acid  deposit  was  here  markedly 
present,  viz.  deficient  oxygenation  of  the  blood.  Casper,  in  his 
'  Forensic  Medicine,'  discussing  the  earlier  statements  made  in 
l-egard  to  the  value  of  this  deposit  as  a  positive  sign  that  a  child 
has  breathed,  states  that  many  observers  have  l'ecorded  similar 
appearances  in  children  who  had  died  previously  to  or  in  birth,  and 
concludes  that  "  the  appearances  of  uric  acid  deposit  in  the 
kidneys  of  newborn  children  can  no  longer  be  acknowledged  to  be 
of  any  diagnostic  value  in  relation  to  the  question  of  respiratory 
life." 

1  That  intra-uterine  development  and  growth,  however,  may  proceed  independ- 
ently of  renal  function,  is  shown  hy  certain  monsters  in  which  both  kidneys  met] 
be  absent.  Absence  of  kidneys  occurs,  for  example,  in  some  sirenit'orm  foetuses. 
I  have  lately  examined  two  such  of  near  the  full  time.  There  was  in  each  a 
urinary  bladder  but  no  trace  of  ureters  or  kidneys.  The  bladder  in  one  was  very 
moderately  distended  with  mucus,  a  result  comparable  to  the  filling  of  the  gall- 
bladder with  mucus  in  some  cases  of  complete  obstruction  of  its  proper  duct. 
The  products  of  tissue-waste  are  probably,  under  such  circumstances,  eliminated 
through  the  placental  circulation  and  ultimately,  by  means  of  the  maternal  blood, 
through  the  urinary  system  of  the  mother. 
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In  two  carefully  recorded  cases  quoted  from  Schwartz,  the 
children  (delivered  by  forceps)  were  born  with  feeble  pulsation  of 
the  heart,  but  could  not  be  brought  to  respire. 

Possibly  such  deposits  in  the  kidneys  mark  in  all  cases  an  intra - 
or  extra-uterine  death,  accompanied  with  deficient  oxygenation. 
The  occasional  presence  of  such  deposits,  however,  may  be  cited 
among  the  proofs  of  the  renal  function  in  the  foetus,  the  other  and 
larger  proofs  of  which  are  the  detectability  of  urea  in  the  liquor 
amnii,  and  the  result,  especially,  that  ensues  in  cases  of  obstruction 
to  the  voidence  of  the  fcetal  urine,  such  as  the  present. 

Lastly,  in  regard  to  the  cystic  direase  of  the  kidneys,  what 
relation  does  this  bear  to  the  urethral  obstruction  ?  It  is  natural 
at  first  to  conclude  that  the  general  cystic  disease  of  the  kidneys  is 
due  to  the  obstruction  in  the  urinary  track  below,  which  obstruc- 
tion has  told  back  upon  the  renal  pelvis  and  thence  upon  the 
tubuli. 

Against  such  a  hasty  deduction,  however,  must  be  weighed  the 
facts,  firstly,  that  this  general  cystic  disease  has  often  been 
observed  in  the  foetus  quite  independently  of  any  obstruction  in 
the  urinary  track  ;  and,  secondly,  that  in  cases  of  acquired  obstruc- 
tion in  after-life,  although  the  distension  of  the  ureters  and  j>elvis 
may  reach  the  extreme  degree,  this  general  cystic  disease  never 
arises.  It  might  be  said  that,  although  obstruction  in  the  adult 
produces  hydronephrosis  alone,  without  general  cystic  disease,  it 
may  be  different  in  the  foetus  whilst  the  kidneys  are  still  in 
process  of  growth.  This  argument  is  easily  refuted,  for  there  are 
specimens  of  urinary  obstruction  in  the  foetus  in  which,  without 
any  cystic  disease,  the  kidneys  are  in  the  extremest  condition  of 
hydronephrosis.  There  is,  for  instance,  a  specimen  in  Guy's  Hos- 
pital Museum  of  great  distension  of  the  bladder  with  hydrone- 
phrosis in  a  female  fcetus,  arising  from  some  not  very  clear  source 
of  obstruction  beyond  the  bladder  (25514).  Microscopic  sections 
of  the  kidneys  (which  I  was  enabled  to  make  through  Dr. 
Goodhart's  kindness)  show  a  layer  of  renal  substance  1"5  mm.  in 
thickness,  bounding  the  sac  of  the  greatly  dilated  pelvis,  but  there 
is  no  cyst  formation  whatever  in  any  portion  of  the  tissue,  and 
there  is  no  noticeable  fibrosis. 

The  pathology  of  the  cystic  condition  in  the  specimen  I  exhibit 
must  therefore,  I  think,  be  for  the  present  left  obscure. 

February  7th,  1888. 


192  GEN1T0-UKINARY    ORGANS. 

22.  Stone  from  a  vesical  diverticulum.     {Card  specimen.) 
By  Thomas  Vincent  Jackson. 

This  uric  acid  calculus,  weighing  51  gr.,  was  successfully  removed 
by  supra-pubic  lithotomy  from  a  diverticulum  of  the  bladder 
of  a  man  aged  51.  The  diverticulum  was  situated  on  the  left  side 
of  the  base  of  the  bladder  at  its  junction  with  the  posterior  wall. 
Previous  unsuccessful  atteinjyts  to  remove  the  stone  had  been  made 
by  lithotrity,  by  perineal  median  lithotomy,  and  by  perineal  lateral 
lithotomy. 

Woodcut  7. 


On  the  performance  of  the  two  latter  operations,  the  stone 
was  perceived  to  be  beyond  the  reach  of  the  forefinger,  and  although 
its  free  end  was  struck  with  the  forceps  yet  it  could  not  be  held  by 
them,  and  it  was  found  impossible  by  every  effort  to  dislodge  it. 

The  man  made  an  excellent  recovery.  May  15th,  1888. 


23.  Stone  in  retro  pro  static  pouch.     [Card  specimen.) 
By  W.  Bruce  Clarke. 

WM.,  aged  55,  first  came  to  St.  BartholomeAv's  Hospital  in 
•  1885  with  symptoms  of  stone  and  stricture.  There  was 
considerable  difficulty  experienced  in  introducing  a  catheter  owing 
apparently  to  the  presence  of  a  calculus  in  the  urethra.  Median 
urethrotomy    was    performed,   a    stricture   divided,    and   a   stone 


BLADDER    AFTER    PROSTATECTOMY.  193 

removed  from  the  urethra.  A  sound  was  then  introduced  into  his 
bladder,  and  a  second  stone  detected.  Lateral  lithotomy  was 
accordingly  performed,  and  a  stone  over  an  inch  in  its  largest 
diameter  removed.     The  prostate  was  much  enlarged. 

In  1886,  as  nearly  as  possible  a  year  later,  a  second  stone  was 
removed  by  lateral  lithotomy.  In  July,  1887,  he  returned  with  an 
attack  of  cystitis  and  symptoms  of  another  stone,  but  none  was 
detected  on  sounding.  As  his  symptoms  grew  worse,  an  external 
urethrotomy  was  performed,  with  a  view  of  draining  the  bladder. 
There  was  a  considerable  amount  of  phosphatic  deposit  in  the 
urethra.  Owing  to  the  size  of  the  prostate,  it  was  impossible 
thoroughly  to  examine  the  bladder  with  the  finger. 

He  became  gradually  worse  and  died  on  October  16th,  1887. 
When  the  bladder  was  examined,  the  cause  of  the  cystitis  was 
revealed  :  a  stone  was  found  about  the  size  of  a  walnut  lying  in  a 
pouch  behind  the  prostate.  It  was  so  overlapped  by  the  prostate 
during  life  that  it  cpuite  escaped  detection.  The  bladder  was 
largely  coated  with  phosphates.  February  21st,  1888. 


24.  Bladder  from  case  of  prostatectomy  and  supra-pubic 
lithotomy.      {Card  specimen.) 

By  William  Bull,  M.B. 

Specimen  shows  a  bladder  with  considerable  enlargement  of  the 
lateral  lobes  of  the  prostate.  The  most  prominent  part  of  the 
left  lobe  has  been  cut  away,  and  an  unhealed  ulcer  the  size  of  a 
half-a-crown  remains.  Above  this  a  concavo-convex  stone  is  seen. 
The  stone  is  now  in  the  situation  in  which  it  was  during  life,  and 
a  fair  estimate  can  be  made  from  the  concavity  of  the  calculus  of 
the  size  of  the  piece  of  prostate  removed. 

The  patient  was  a  carpenter,  aged  71,  who  had  frequently  been 
an  in-patient  at  St.  George's  Hospital  with  retention,  due  to 
enlarged  prostate,  which  was  relieved  by  catheter.  Cystitis 
supervened,  and  it  was  decided  to  drain  the  bladder  by  the  perineum. 
Perineal  cystotomy  was  perf ormed,  but  from  the  depth  of  perineum 
it  was  impossible  to  reach  the  bladder  with  the  finger.     A  tube 
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was  introduced,  but  owing  to  the  irritation  it  produced  could  only  be 
kept  in  for  three  days.  Subsequently  the  man  left  the  hospital 
and  returned  in  a  few  weeks  in  great  pain ;  urine  had  to  be  drawn 
off  every  quarter  of  an  hour,  and  it  was  decided  to  drain  bladder 
above  the  pubes. 

Supra-pubic  cystotomy  was  performed  in  December,  1886,  arid 
bladder  opened.  A  calculus  was  found  and  removed.  This  lay 
above  and  behind  a  greatly  enlarged  left  lateral  lobe.  After  removal 
of  stone,  the  lobe,  which  formed  a  prominent  tumour,  was  cut  away 
with  scissors  by  Mr.  Holmes.  There  was  free  haemorrhage.  The 
man  recovered  from  the  shock  of  the  operation  but  showed  no 
reparative  power,  and  gradually  sank  three  weeks  afterwards. 
There  was  some  sloughing  of  the  cellular  tissue  of  the  pelvis. 

At  the  post-mortem  extensive  granular  degeneration  of  both 
kidneys  was  found.  December  6th,  1887. 


25.   Cancer  of  the  prostate  ;  removal  of  part  of  the  middle  lobe 
by  prostatectomy.     {Card  specimen.) 

By  C.  Stonham. 

The  bladder  is  small  and  contracted  and  the  walls  are  thickened. 
The  mucous  membrane  is  corrugated,  and  at  the  base  it  is 
irregular,  owing  to  the  presence  of  nodules  of  new  growth.  The 
prostate  is  much  enlarged,  projecting  backwards,  and  occupying, 
in  the  recent  state,  all  the  space  between  the  bladder  and 
rectum,  the  lumen  of  which  was  considerably  narrowed.  The  bulb 
of  the  urethra  is  a  mass  of  new  growth.  Microscopically  the 
tumour  is  composed  of  fibrous  tissue  enclosing  large  alveolar 
spaces  closely  packed  with  spheroidal  epithelium  cells.  There 
were  numerous  secondary  deposits  in  the  liver. 

The  small  separate  piece  is  the  portion  of  the  prostate  removed 
by  operation  ;  a  piece  of  glass  has  been  passed  through  a  false 
passage  in  it. 

The  patient  was  a  man,  aged  57,  under  the  care  of  Mr.  C.  Heath 
at  University  College  Hospital.  One  year  before  admission  there 
was  frequency  of  micturition  attended  by  pain  and  difficulty  ;  this 
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was  worse  at  night.  The  symptoms  increased,  and  the  pain  became 
so  intolerable  that  he  was  unable  to  walk  on  account  of  it.  He 
had  been  taught  to  use  the  catheter. 

On  admission,  there  was  a  yellowish-white  urethral  discharge. 
Mr.  Heath  passed  a  No.  13,  and  drew  off  the  urine  mixed  with 
blood.     The  prostate  was  enlarged. 

On  March  14th,  1888,  Mr.  C.  Heath  performed  prostatectomy, 
removing  the  small  piece  exhibited  with  curved  scissors.  The 
wound  in  the  bladder  was  partially  closed  by  silk  sutures,  and  a 
drainage-tube  inserted.  No  urine  passed  by  the  urethra  until 
March  27th,  and  then  only  about  an  ounce.  The  pain  remained 
very  severe,  necessitating  the  use  of  opiates.  On  April  2nd  he 
walked  about  the  ward  and  passed  most  urine  by  the  urethra.  He 
gradually  sank  and  died  on  April  23rd.  The  wound  had  never 
completely  healed.     ("University  College  Museum,  No.  1808a.) 

May  15th,  1888. 


26.  A  case  of  carcinoma  of  the  prostate.     {Card  specimen.) 
By  E.  Hurry  Fenwick. 

This  bladder  was  removed  from  the  body  of  a  man,  aged  56,  who 
had  been  an  out-patient  under  my  care  at  the  London  Hospital. 
When  I  first  saw  him,  some  six  months  before  his  death,  he 
exhibited  all  the  usual  symptoms  of  an  "  enlarged  prostate,"  aud 
unless  I  had  made  a  rectal  examination  I  should  have  been  greatly 
deceived  as  to  the  real  nature  of  the  case.  The  right  lobe  of  the 
prostate  was  found  to  be  larger  than  the  left.  It  was  "hard  as  a 
stone,"  and  irregular  in  its  outline.  There  was  also  an  ill-defiued 
thickening  stretching  along  the  course  of  the  right  vesicula 
seminalis,  an  offshoot  from  which  could  be  traced  directly  across 
the  bladder  base  to  the  left  vesicula.  I  made  a  clay  model  of  tbe 
parts1  for  comparison  with  the  same  after  death,  in  case  I  should 
be  able  to  secure  an  autopsy.     He  gradually  sank. 

Autopsy. — Innumerable    secondary  deposits    of   carcinoma  were 

'   Author,  "  Clay  Modelling  of  the   Living  Prostate  as  a  means  of  obtaining  a 
Permanent  Record  of  Progressive  Disease,"  '  British  Med.  Journal,'  April,  1887. 
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found  on  the  surface  of  the  lungs ;  all  were  small,  some  were 
puckered  as  if  composed  of  a  contracting  substance.  The  right 
kidney  was  surrounded  by  fat.  Its  capsule  stripped  easily,  its 
substance  was  healthy,  though  rather  congested.  Its  ureter  was 
not  dilated.  The  left  kidney  presented  a  remarkable  contrast.  It 
Avas  much  atrophied  by  backward  pressure,  and  its  ureter  was 
correspondingly  dilated.  The  bladder  was  well  surrounded  by  fat, 
but  the  prolongations  of  the  same  along  the  ureters  and  vasa 
deferent ia  were  thick,  tough,  and  adherent  to  that  viscus.  On 
slitting  open  the  bladder  the  muscular  wall  was  found  to  be  thin, 
and  the  mucous  membrane  smooth,  but  darkly  pigmented.  It  had 
evidently  been  recently  congested  at  the  neck.  No  trace  of  ulcer- 
ation existed,  not  even  over  the  growth  to  be  immediately  described. 
The  trigone  was  covered  by  six  small,  flattened  deposits  of 
carcinoma,  yellow  in  colour,  hard  in  consistence,  and  of  a  clear, 
translucent  aspect.  They  ranged  in  size  from  a  pea  to  a  large 
orange  pip,  and  were  evidently  situated  in  the  submucous  tissue. 
The  orifice  of  the  right  ureter  had  posteriorly  to  it  a  similar  deposit. 
The  median  or  "  third  lobe  "  of  the  prostate  had  been  transformed 
into  a  small  carcinomatous  mass,  which  projected  into  the  prostatic 
urethra  so  as  to  partially  block  the  canal.  The  prostate  was 
carcinomatous  throughout,  both  lobes  being  equally  affected,  its 
section  affording  the  cupped,  unripe-pear  appearance  of  the 
so-called  scirrhous  cancer.  There  were  many  small,  enlarged 
glands  at  the  back  of  the  bladder,  and  the  left  vesicula  seminalis 
was  completely  transformed  into  growth.  The  left  ureter  was 
ringed  or  throttled  by  cancer,  which  explained  the  condition  of  the 
corresponding  kidney.  The  internal  iliac  artery  was  very  athero- 
matous, the  veins  were  healthy.  The  entire  left  lumbar  chain  of 
glands  was  implicated,  but  that  on  the  right  side  was  free.  The 
denseness  of  the  growth,  and  the  few  symptoms  afforded  are  salient 
features  in  the  case.  The  disease  had  evidently  commenced  in  the 
right  lobe  of  the  prostate,  had  spread  to  the  left,  and  at  the  time 
of  death  was  gradually  invading  the  trigone.  But  little  change 
beyond  the  invasion  of  the  left  lobe  had  taken  place  in  the  con- 
figuration of  the  base  of  the  bladder  since  the  clay  model  was 
taken.  April  13th,  1888. 
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27.  Tubercular  disease  of  the  left  vesicula  seminafis  and  left  half 
of  the  prostate,  with  extension  into  the  left  vas  deferens. 
( Card  specimen.) 

By  C.  St  on  ham. 

The  prostate  is  enlarged,  and  the  left  lobe  infilti-ated  with  caseous 
tubercles.  The  rest  of  the"  gland  is  healthy.  The  left  vesicula 
seminalis  is  much  enlarged,  and  the  section  shows  the  convoluted 
tubes  much  dilated,  the  walls  thickened  and  yellow,  and  in  some 
places  the  channels  blocked  with  caseous  material. 

The  abdominal  portion  of  the  left  vas  deferens  is  thickened.  It 
has  been  laid  open,  and  the  mucous  membrane  is  seen  to  be  affected 
with  tubercle,  being  pitted  with  small  j>oints  of  ulceration.  The 
disease  ceases  abruptly,  the  lower  part  of  the  vas  and  the  epididymis 
being  healthy.     The  right  vesicula  and  vas  are  healthy. 

The  bladder  is  small,  and  its  walls  are  thickened  ;  the  mucous 
membrane  is  healthy  except  close  to  the  neck,  where  there  are 
numerous  small  tubercles,  most  of  which  are  yellow  in  colour.  The 
condition  was  not  suspected  during  life. 

The  patient,  a  man  aged  26,  died  from  the  effects  of  tubercular 
disease  of  the  lungs  and  larynx.  The  throat  had  caused  him  con- 
siderable trouble  for  about  eighteen  months.  He  had  had  syphilis 
two  and  a  half  years  before  his  death.  (University  College  Museum, 
No.  1904a.)  May  15th,  1888. 


28.   Cystic  tumour  of  organ  of  Giraldes.     {Card  specimen.) 

By  F.  S.  Eve. 

4  circumscribed  tumour  composed  of  a  number  of  cysts  with 
XI  thick  fibrous  walls.  The  cysts  all  contained  clear  fluid 
except  one,  in  which  was  a  milky  fluid  rich  in  chlolesterine.  The 
tumour  was  removed  from  a  boy  aged  7.  It  lay  near  the  testicle, 
and  was  diagnosed  as  a  cystic  tumour  of  that  structure ;  but  on 
dissection  it  was  found  to  be  "  clear  of  both  the  testicle  and  cord." 
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It  probably  originated  from  the  tubular  "Wolffian  remains,  known 
as  the  organ  of  Giraldes,  and  is  the  only  completely  satisfactory 
specimen  of  the  kind  I  am  aware  of.  (Presented  to  the  Royal 
College  of  Surgeons  by  Mr.  H.  Mallins.)  April  4th,  1888. 


29.  Cystic  disease  of  the  testis. 
By  A.  Quarry  Silcock,  M.D. 


The  specimen  shown  was  obtained  from  the  body  of  a  middle 
aged  man  who  died  in  one  of  the  medical  wards  of  St.  Mary's 
Hospital.     The  scrotal  swelling  to  which  it  gave  rise  was  thought 
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Cystic  disease  of  testis  (1  inch  obj.).     Drawn  by  R.  Ostlere,  M.B. 

at  the  autopsy  to  be  an  ordinary  vaginal  hydrocele,  but  on  being 
cut  into  subsequently,  after  having  been  put  aside  for  some  time  in 
spirit,  the  following  condition  of  things  was  apparent.     The  body 
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of  the  testis  was  the  seat  of  an  interstitial  fibroid  overgrowth, 
seemingly  radiating  from  the  mediastinum  testes,  with  an  accom- 
panying progressive  cystic  dilatation  of  the  seminiferous  tubules. 
The  cysts,  to  the  naked  eye,  varied  in  size  from  a  pin's  head  to  a 
pigeon's  egg,  but  microscopically  every  stage  between  a  well-formed 
seminiferous  tubule  and  the  fully-developed  cyst  was  observable. 
A  scrotal  tumour  was  thus  formed,  which  consisted  almost  wholly 
of  tough- walled  cysts,  some  of  these  having  ruptured,  owing  no 
doubt,  to  absorption  by  pressure  of  the  intermediate  fibrous  tissue, 
so  giving  rise  to  multilocular  cystic  cavities  of  considerable  size. 
The  contents  of  the  cysts  varied,  being  a  clear  hydrocele-like  fluid, 
in  the  larger,  or  as  in  the  smaller,  consisting  of  a  thick,  glairy,  more 
or  less  opaque  fluid,  or  of  caseous  material. 

The  disease  appears  to  be  analogous  to  some  cases  of  cystic 
disease  of  the  breast  with  general  dilatation  of  the  ducts,  and  to 
pure  cystic  disease  of  the  kidney.  There  is  no  evidence  to  the  naked 
eye,  or  microscopically,  that  it  is  in  any  way  connected  with  the 
formation  of  a  neoplasm,  such  as  an  adenoma  or  fibroma. 

The  vas  deferens  below  the  external  ring  was  permeable  and 
healthy,  but  whether  this  was  the  case  higher  up  is  uncertain,  since 
the  cord  above  that  point  was  not  examined.  May  1st,  1888. 


30.     Very     early     malignant    disease    of  the     testis.       [Card 

specimen.) 

By  William  Henky  Battle. 

Testis,  the  seat  of  new  growth,  removed  from  a  boy  aged  3^-,  on 
October  22nd,  1886.  He  was  said  to  have  fallen  from  a  cart 
some  little  time  previous  to  the  time  that  the  tumour  was  noticed, 
but  was  not  known  to  have  injured  the  testis.  There  had  been 
swelling  of  the  testis  for  three  months,  with  more  marked  increase 
for  six  weeks. 

There  was  no  evidence  or  history  of  constitutional  disease.  The 
boy  was  healthy,  excepting  for  a  painless  swelling  of  the  right 
testis.     This  was  not  larger  than  a  filbert  nut,  but  was  nearly  three 
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times  the  size  of  its  fellow.  Quite  painless,  and  not  tender.  The 
tumour  did  not  involve  the  whole  organ,  only  the  part  near  the 
epididymis,  where  it  was  hard  and  nodulated,  almost  craggy ;  the 
cord  was  free.     No  evidence  of  disease  elsewhere. 

After  removal,  the  body  of  the  testis  was  the  seat  of  the  enlarge- 
ment (it  had  simulated  disease  of  the  epididymis,  and  was  diagnosed 
by  some  as  tubercular  disease  of  that  body).  There  were  enlarged 
veins  on  the  surface.  No  fluid  in  the  tunica  vaginalis.  On  section 
it  was  yellowish,  hard ;  surface  convex  and  not  mottled. 

Mr.  Shattock,  who  carefully  examined  the  growth  microscopically, 
pronounces  it  to  be  a  myxo-sarcoma  ("  cylindroma  ") .  "  Jt  is  a  kind 
of  cylindroma, — bi'anching  columns  of  connective-tissue  cells  in  a 
lax  mucous  connective  tissue." 

The  patient  left  the  hospital  on  November  22nd,  1886,  the  wound 
being  quite  healed,  and  his  mother  writes  me  that  he  continues  in 
the  best  of  health,  and  without  any  further  evidence  of  local 
disease.  May  15th,  1888. 


31.  Papilloma  of  both  Fallopian  tubes  and  ovaries. 

By  Alban  Doran. 

[With  Plate  XII.] 

■RS  R — )  aged  31,  shopkeeper,  was  admitted  into  the  Samaritan 
Free  Hospital  in  December,  1887,  on  account  of  a  painful 
hypogastric  tumour. 

The  catamenia  appeared  when  she  was  fourteen  ;  she  was  married 
at  the  age  of  nineteen.  For  four  years  after  that  date  she  con- 
tinued in  good  health.  The  period  was  regular  and  copious,  as  before 
marriage,  but  she  did  not  become  pregnant.  Seven  years  ago, 
when  she  was  twenty-four,  she  was  attacked  with  severe  pelvic 
inflammation,  and  remained  for  nine  weeks  in  the  Royal  Free 
Hospital  under  the  care  of  Dr.  Hayes,  Physician  for  the  Diseases 
of  Women.  A  tumour  was  then  noticed  in  the  hypogastrium  ;  the 
patient  declared  that  it  slowly  disappeared.     Since  that  illness  the 
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catamenia  had  been  scanty,  painful,  and  of  only  two  days'  duration. 
The  patient  did  not  become  pregnant. 

For  twelve  months  before  admission  the  patient  was  troubled 
with  lumbar  pains,  abdominal  swelling,  and  dysuria  during  the 
period,  which  persisted,  it  may  here  be  remarked,  notwithstanding 
the  total  disorganisation  of  both  appendages  and  the  absence  of 
any  signs  of  haemorrhage  in  the  fluid  in  the  tubal  cysts.  Three 
months  before  admission,  when  she  was  under  the  care  of  Dr. 
Grigg,  the  tumour  reappeared  and  slowly  enlarged.  The  patient 
became  unfit  for  business,  and  begged  that  it  might  be  removed. 

The  patient  was  fairly  nourished.  The  abdomen  was  not  dis- 
tended above,  and  there  was  resonance  in  the  flanks.  The  hypo- 
gastrium  was  prominent,  owing  to  the  presence  of  a  tumour  which 
did  not  reach  quite  as  high  as  the  umbilicus,  and  extended  down- 
wards into  the  pelvis,  pushing  the  cervix  uteri  against  the  left  side 
of  the  pelvic  cavity.  Another  tumour,  much  smaller,  lay  in  the 
hypogastrium  to  the  left  of  the  middle  line,  hardly  reaching  the 
pubes ;  it  was  very  freely  movable,  and  felt  like  a  pedunculated 
subperitoneal  fibroid.  Both  tumours  felt  elastic,  like  soft  fibroids, 
fluctuation  being,  at  least,  very  obscure.  Diagnosis  was  extremely 
uncertain.  An  exploratory  operation  was  decided  upon.  It  was 
performed  by  Dr.  Bantock  on  December  21st,  1887.  As  I  assisted 
the  operator,  I  had  the  advantage  of  being  able  to  note  the  extremely 
complicated  relations  of  the  tumours  which  were  discovered. 

Woodcut  9. 


When  the  abdominal  cavity  was  laid  open  the  smaller  tumour, 
which  lay  to  the  left,  looked  like  a  coil  of  small  intestine  adherent 
to  a  cyst.     It  was  tapped,  and  clear,  glairy,  apparently  ovarian 
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fluid  escaped.  The  coil  proved  to  be  the  left  Fallopian  tube, 
dilated.  The  cyst  below  it  was  drawn  with  great  difficulty  out  of 
the  abdomen,  for  it  burrowed  between  the  layers  of  the  broad 
ligament,  and  had  to  be  enucleated  inferiorly.  The  lower  part  of 
this  cyst  lay  close  to  the  side  of  the  body  of  the  uterus,  which  was 
above  the  pubes,  and  covered  in  front  by  the  larger  tumour.  The 
sketch  (Woodcut  9)  shows  these  relations,  as  detected  in  the  course 
of  the  operation  (l.p.  =  level  of  pubes).  The  larger  tumour  lay 
more  in  front  of  the  uterus,  but  I  have  drawn  it  as  though  pushed 
somewhat  outwards  in  order  to  display  the  connections  of  the  left 
tumour.  A  pedicle,  consisting  of  the  uterine  end  of  the  left  tube, 
2>art  of  the  broad  ligament,  and  a  stout  band  (no  doubt  the  ovarian 
ligament)  running  to  the  cyst,  was  formed  by  trausfixion  close  to 
the  uterus.     The  left  tumour  was  then  cut  away. 

The  right  tumour  proved  to  be  a  similar  but  larger  growth,  and 
was  treated  in  a  similar  manner.  It  burrowed  very  deeply  into 
the  pelvis,  and  its  removal  was  exceedingly  difficult ;  its  pedicle 
was  transfixed  close  to  the  right  extremity  of  the  fundus  uteri.  A 
drainage-tube  was  inserted  into  Douglas's  pouch.  The  patient 
made  a  rapid  recovery,  the  temperature  never  exceeded  99'6°,  and 
she  was  discharged  in  good  health  on  January  11th,  1888. 

Before  describing  the  tumours  (R.  C.  S.  Mus.,  Nos.  4584  b  and 
c)  I  may  note  that  the  abdominal  viscera  exposed  during  the  opera- 
tion appeared  healthy  and  free  from  inflammatory  or  neoplastic 
deposits,  and  that  the  peritoneal  cavity  contained  no  free  fluid. 

The  tumours  are  represented  in  Plate  XII,  figs.  1  and  2.  In 
describing  them  I  am  unable  to  give  very  precise  measurements. 
They  were  very  large  as  they  lay  in  the  body  distended  with  fluid, 
but  shrank  considerably  after  removal  and  preservation  in  spirit, 
though  I  have  counteracted  the  shrinking,  to  a  certain  extent,  by 
stuffing  the  cystic  cavities  with  wool  before  immersing  the  speci- 
mens in  dilute  methylated  alcohol. 

The  right  tumour  weighed  1\  oz.  when  fresh,  and  contained  over 
a  pint  of  fluid.  As  now  preserved  the  uterine  half  of  the  tube 
(fig.  1,  «,  6)  is  stretched  and  tortuous,  its  walls  are  very  thick,  and 
its  mucous  membrane  bears  small  papillomata,  which  were  more 
conspicuous  and  highly  vascular  when  the  specimen  was  fresh. 
This  part  of  the  tube  is  invested  by  the  broad  ligament  much 
thickened  by  old  inflammation.  The  outer  half  of  the  tube  is 
dilated,  forming  an  oval  cyst  measuring  in  its  present  half -collapsed 


DESCRIPTION  OF  PLATE  XII. 

To  illustrate  Mr.  Albau  Doran's  case  of  Papilloma  of  both  Fal- 
lopian Tubes  and  Ovaries.     (Page  200.) 

From  drawings  by  Mr.  H.  R.  W.  Lewin. 

Fig.  1. — Right  tumour,  seen  from  behind,  a.  Cut  end  of  the  Fallopian  tube, 
which  was  divided  close  to  the  right  extremity  of  the  fundus  uteri.  5.  Inner  half 
of  the  tube  laid  open,  showing  its  thickened  walls ;  it  winds  along  the  back  of 
the  specimen  (as  here  placed),  and  its  cavity,  laid  open,  is  only  visible  to  a  limited 
extent  in  this  drawing.  Below  it  lie  the  thickened  layers  of  the  broad  ligament. 
c.  Valvular  opening  between  b  and  the  dilated  part  of  the  tube,  which  is  com- 
pletely exposed,  showing  (rf)  masses  of  papillomata,  and  (e)  a  cavity  in  its  thickened 
walls  also  bearing  papillomatous  growths.  A  bristle  has  been  passed  through  a, 
b,  and  c,  and  rests  against  a  papillomatous  mass.  /.  The  right  ovary,  forming  a 
unilocular  cyst  which  does  not  communicate  with  the  tube.  The  small  papillo- 
matous growths  on  its  inner  wall  are  not  indicated,     (f  nat.  size.) 

Fig.  2. — Left  tumour,  seen  from  behind,  a.  Uterine  half  of  the  Fallopian 
tube  laid  open  from  b  (where  it  was  cut  through,  close  to  the  left  extremity  of 
the  fundus  uteri)  up  to  its  dilated  portion,  and  traversed  by  a  bristle,  c,  d,  e. 
Outer  portion  of  tube  curving  forwards  (at  c),  then  upwards  (at  d),  then  back- 
wards (at  e).  This  portion  contained  masses  of  papillomata;  some  are  indicated 
in  the  drawing  at  the  upper  and  lower  border  of  the  hole  cut  in  the  tube  at  e. 

f.  Outer  limit  of  the   line  of  demarcation  between   the  tube  and  the  ovary. 

g.  Left  ovary  dilated  into  a  single  cyst  bearing  papillary  growths,  some  pedun- 
culated.    (Nat.  size.) 

Fig.  3. — Microscopic  section  of  a  papillomatous  outgrowth  from  e,  Fig.  2,  as 
seen  under  a  low  power.  The  papillae  are  very  fine,  like  villi,  and  bear  columnar 
epithelium ;  one  papilla  is  branched. 
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condition  over  four  inches  horizontally  by  about  two  and  a  half 
vertically.  It  communicates  with  the  uterine  half  by  a  crescentic 
valvular  orifice  (c).  A  similar  condition  is  seen  in  Woodcut  9, 
p.  242,  in  the  thirty-eighth  volume  of  the  'Transactions  '  (1887), 
which  represents  a  tubo-ovarian  cyst,  developed  as  a  result  of 
chronic  inflammation.  Large  papillomatous  masses  (cl)  grow  from 
the  mucous  membrane  of  this  dilated  portion  of  the  tube.  In  its 
extremely  thickened  walls,  a  short  distance  below  the  valvular 
orifice,  is  a  cyst,  which,  when  fresh,  contained  nearly  one  drachm  of 
yellowish  glairy  fluid  without  any  pus-corpuscles.  Papillomatous 
outgrowths  (e)  spring  from  the  lining  membrane  of  this  cyst, 
which  may  have  developed  from  one  of  the  pouches  or  cavities 
formed  in  the  "  follicular  salpingitis  "  of  Martin.1 

Below  the  dilated  part  of  the  tube  lies  the  ovary  (/)  reduced  to 
a  single  cyst,  almost  spherical,  and  about  four  inches  in  diameter. 
Its  lining  membrane  bears,  at  certain  points,  very  fine,  almost 
villous  papillary  elevations.  This  cystic  ovary  does  not  commu- 
nicate with  the  dilated  part  of  the  tube,  to  which,  however,  it  is 
intimately  adherent.  At  the  area  of  adhesion  I  detected  signs  of 
atrojmy  of  the  cyst  wall,  and  a  distinct  valvular  elevation  appeared 
to  mark  the  breaking-down  either  of  a  secondary  cyst  or  of  the 
main  wall,  as  so  often  seen  in  large  multilocular  ovarian  cysts. 
This  appearance,  which  is  not  clearly  displayed  in  the  specimen  as 
permanently  mounted,  indicates  the  first  stage  in  the  formation  of 
a  true  tubo-ovarian  cyst  as  a  result  of  chronic  inflammation  of  the 
appendages  (see  Woodcut  9,  '  Transactions,'  vol.  xxxviii,  above 
referred  to).  From  what  I  have  observed  (ibid.,  p.  243),  dilated 
tubes  and  ovaries  which  have  become  cystic  through  inflammatory 
changes,  may,  I  conclude,  fuse  together  to  form  tubo-ovarian  cysts. 
Thus  a  tubo-ovarian  cyst  arising  in  this  manner  represents  an 
atrophic  process  following  inflammation  ;  this  theory  will  be  further 
considered.  I  admit  that  Dr.  Griffith  has  noted  that,  according  to 
minute   descriptions   of   specimens   of   tubo-ovarian  cyst  already 

1  "  Ueber  Tubenerkrankuug,"  '  Zeitschrift  fur  Geburtshiilfe,'  vol.  xiii,  part  2. 
The  "  follicular  depressions  "  of  Martin  may  be  produced  by  the  union  of  the 
edges  of  secondary  plica?  through  inflammatory  adhesion.  I  have  seen  this 
condition  in  a  section  prepared  by  Dr.  Griffith  from  a  tube  removed  during  life. 
In  the  present  case,  however,  the  cyst  is  separated  from  the  main  cavity  of  the 
tube  by  part  of  the  thickened  tubal  wall,  and  therefore  must  have  been  other- 
wise developed. 
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published,  no  mention  is  made  of  any  appearances  -which  show  that 
the  tubal  and  cystic  cavities  have  united  in  this  manner.1  In  this 
particular  case  I  am  speaking  solely  of  tubo-ovarian  cysts  developed 
as  a  result  of  chronic  inflammation. 

This  cystic  ovary  burrowed  deeply  into  the  layers  of  the  pelvic 
peritoneum,  whence  it  was  enucleated  during  the  operation.  All 
trace  of  ovarian  tissue  has  disappeared,  as  is  the  rule  early  in  the 
development  of  papillomatous  cystic  disease  of  the  ovary.2 

The  left  tumour  (fig.  2)  weighed  3  oz.  when  fresh,  and  con- 
tained a  quarter  of  a  pint  of  fluid.  As  here  preserved  the  uterine 
half  of  the  tube  (a,  b)  measures  about  three  inches  in  length.  It 
dilates  suddenly  and  has  been  laid  open  since  the  operation  pos- 
teriorly as  far  as  the  dilatation.  The  mucous  membrane,  intensely 
vascular  when  recent,  bears  no  papillary  growths  ;  the  muscular 
and  serous  coats  are  much  thickened.  The  outer  half  of  the  tube, 
greatly  distended  with  fluid  before  removal  by  operation,  bends 
forwards  from  the  dilated  part  of  the  inner  half  at  c,  and  then 
curves  upwards  and  backwards  (d,  e),  becoming  yet  more  dilated, 
and  ending  on  the  surface  of  the  ovary.  The  line  of  demarcation 
at  f  is  still  perceptible,  but  was  more  strongly  marked  in  the  recent 
state.  All  the  outer  half  of  the  tube  bears  masses  of  papilloma. 
The  ovary  is  dilated  into  a  single  cyst  (g)  hardly  two  inches  in 
diameter,  but  originally  much  larger.  Its  lining  membrane  bears 
papillomata  more  developed  than  in  the  cystic  ovary  on  the  other 
side,  some  forming  polypoid  growths  springing  from  short  pedicles. 
This  ovarian  cyst  does  not  communicate  with  the  dilated  tube.  It 
was  partly  shelled  out  of  the  pelvic  peritoneum  during  the  opera- 
tion, and  some  of  the  serous  membrane  still  invests  the  cyst  at  the 
back  of  the  specimen  as  now  mounted.  This  piece  of  peritoneum 
removed  with  the  cyst  was  so  thickened  that  I  took  it  at  first  for 
normal  ovarian  tissue,  but  found  no  such  tissue  on  careful  search. 
The  ovarian  ligament  formed  a  short  stout  cord  when  the  specimen 
was  fresh,  but  it  has  shrunk  up  in  process  of  preparation,  and  lies 

1  "  Tubo-ovarian  Cysts,"  '  Trans.  Obstet.  Soc.,'  vol.  xxix.  For  a  description 
of  tubo-ovarian  cysts  in  London  museums  see  my  observations  in  the  discussion 
on  Dr.  Griffith's  paper,  ibid.,  p.  302. 

2  "  Papillary  Cysts  of  the  Ovary,"  '  Transactions,'  vol.  xxxiii,  p.  207. 
Plate  IX,  fig.  2,  represents  a  cyst  bearing  fine  papillomatous  growths  resembling 
those  which  spring  from  the  wall  of  the  cystic  ovary  in  the  present  case,  though 
not  indicated  in  the  drawing. 
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on  the  under  and  inner  part  of  the  cyst,  unrecognisable  to  any 
person  who  has  not  had  the  opportunity  of  examining  the  specimen 
when  fresh.  I  took  care  to  note  minutely  the  relations  of  all  the 
structures  as  displayed  during  operation,  and  also  after  the  removal 
of  the  specimens  whilst  they  were  still  fresh.  I  admit  that  now 
they  are  hard  to  recognise.  The  papillomata  have  shrunk  every- 
where, and  the  characteristic  appearance  caused  by  their  vascularity 
when  fresh  has  entirely  disappeared. 

Thus  there  is  papillomatous  disease  of  both  tubes  and  ovai'ies, 
but  no  true  tubo-ovarian  cyst  on  either  side,  although  the  conditions 
under  which  a  cyst  of  that  kind  is  most  frequently  developed  were 
present  (see  '  Transactions,'  vol.  xxxviii,  p.  241),  and,  indeed,  in 
this  case  had  no  operation  been  performed  the  tubal  and  ovarian 
cysts  might  have  ultimately  opened  into  each  other. 

The  papillary  growths  in  the  right  tumour  closely  resembled 
those  in  the  case  of  papilloma  of  the  Fallopian  tube  which  I 
described  in  the  'Transactions,'  vol.  xxxi,  p.  174,  but  are  not  so 
generally  diffused  over  the  tubal  mucous  membrane.  In  the  left 
tumour  they  are  rather  finer  even  in  the  part  of  the  tube  near  e, 
fig.  2,  and  certainly  finer  still  in  the  ovary  g,  where,  when  fresh, 
they  looked  and  felt  like  hard,  brittle  warts.  Fig.  3  represents 
the  microscopical  appearances  of  a  piece  of  papilloma  from  e,  fig. 
2.  The  papillae  are  fine  and  elongated,  villiform  in  fact ;  some  are 
branched.  They  bear  a  distinct  investment  of  columnar  epithelium, 
but  I  failed  to  detect  cilia ;  however,  the  specimen  has  certainly 
suffered  from  remaining  immersed  in  water  for  several  hours  after 
the  operation,  and  the  epithelium  shows  signs  of  detachment  by 
maceration  in  many  places.  Under  these  circumstances,  cilia,  as 
every  microscopist  knows,  disappear. 

I  speak  of  these  growths  as  papillomata  because  they  consist  of 
very  vascular  papilliform  projections  from  the  mucous  membrane 
and  from  the  lining  membrane  of  the  ovarian  cysts,  and  bear 
epithelium  after  the  fashion  of  normal  papillae.  They  are  identical 
with  the  growths  which  I  described  in  the  thirty-first  volume  of  the 
'  Transactions,'  and  the  growths  described  by  Dr.  Coblenz  in  his 
important  memoir  "  Zur  Genese  und  Entwickelung  von  Kystomen 
im  Bereich  der  inneren  Sexualorgane,"  published  in  Virchow's 
'  Archiv,'  vol.  lxxxiv,  1881,  and  in  his  "  Das  Ovarialpapillom,"  ibid., 
vol.  lxxxii,  1880.  Mr.  Bland  Sutton  and  myself  have  since  the 
appearance   of   these  papers  made  fresh  researches  in  the  same 
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direction,  but  to  Dr.  Coblenz  is  due  the  honour  of  having  first 
clearly  demonstrated  the  pathological  and  morphological  significance 
of  papilloma  of  the  ovary  as  a  disease  perfectly  distinct  from  the 
common  multilocular  ovarian  cyst.  The  growths  on  the  surface  of 
the  tubal  mucous  membrane  resemble  the  growths  in  the  ovary 
which  the  above-named  observers,  as  well  as  myself,  have  uniformly 
described  as  papilloma,  and  differ  greatly  from  the  adenomatous 
vegetations  which  grow  within  the  loculi  of  many  multilocular 
ovarian  cysts.  How  far  tubal  and  ovarian  papilloma  have  any 
relation  will  presently  be  discussed. 

This  case  is  the  third  where  papilloma  of  the  Fallopian  tube 
can  be  said  to  have  constituted  a  distinct  disease.  In  all  these 
cases  there  was  evidence  of  previous  pelvic  inflammation.  In  the 
first  case  ('Trans.  Path.  Soc.,'  vol.  xxxi,  and  Mus.  E.  C.  S.,  Path. 
Series,  No.  4584),  where  the  papillomatous  growths  were  exuberant, 
the  ostium  of  the  affected  tube  was  patulous,  and  ascites  was  pre- 
sent ;  the  corresponding  ovary  was  not  enlarged.  In  the  second 
('  Trans.  Obstet.  Soc.,'  vol.  xxviii)  the  affected  tube  was  closed  and 
there  was  no  ascites,  the  growths  were  exuberant,  the  ovary  was 
embedded  in  adhesions,  and  was  apparently  free  from  papillomatous 
disease.  In  the  third  case,  above  described,  the  disease  affected 
both  tubes,  which  were  closed,  and  there  was  no  ascites,  the  growths 
were  less  exuberant ;  both  ovaries  were  papillomatous.  The  first 
case  is  yet  living,  though  the  late  Professor  Schroder,  who  referred 
to  it,1  believed  that  the  papilloma  was  evidently  malignant.  The 
second  died  on  the  fourth  day  after  operation.  The  disease 
certainly  did  not  appear  to  be  malignant  either  in  this  or  in  the 
third  case.  The  significance  of  ascites  I  have  already  discussed  at 
length  ('  Trans.  Obstet.  Soc.,'  vol.  xxviii)  ;  in  the  case  here  described 
it  was  absent  because,  or  at  least  chiefly  because,  neither  tubes 
were  patent  towards  the  ostium. 

The  relation  of  papilloma  of  the  ovary  to  papilloma  of  the  tube 
may  next  be  considered.  There  is  no  directly  pathological  relation 
between  the  two  diseases.  Papilloma  of  the  ovary  apparently 
arises  from  relics  of  the  parovarium  which  are  found  in  the  hilum 
of  the  ovary  (paroophoron)  or  even  stray  into  the  ovarian  paren- 
chyma proper  among  the  follicles.  I  have  demonstrated  this 
theory  in  papers  which  are  published  in  the  thirty- second,  thirty- 
1  « Die  Krankheiten  der  weiblichen  Geschlechtsorgane,'  7th  edition,  1886, 
p.  361. 
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third,  and  thirty-fourth  volumes  of  the  '  Transactions.'  No  such 
relics  enter  into  the  tissues  of  the  Fallopian  tube,  where  papillo- 
matous disease  appears  more  evidently  as  a  result  of  inflammation. 
Yet  although  papilloma  of  the  ovary  is  more  essentially  a  tumour 
in  its  clinical  characters  (however  it  may  differ  from  the  common 
multilocular  cyst  pathologically),  there  is  evidence  that  it  may 
follow  old  pelvic  inflammation.  There  was  "  uncontrollable  menor- 
rhagia,"  and  other  symptoms  of  what  is  generally  termed  "  chronic 
disease  of  the  appendages,"  in  one  of  the  cases  which  I  have 
described  in  the  '  Transactions.'  In  the  case  which  forms  the 
subject  of  this  paper,  the  history  of  pelvic  inflammation  was  very 
clear. 

Turning  to  the  condition  of  the  tubes  in  this  case,  there  can  be 
little  doubt  that  it  was  due  to  the  pelvic  inflammation.  Mr.  Sutton 
has  frequently  detected  a  slightly  papillomatous  condition  of  the 
tube  caused,  he  believes,  by  the  extension  of  gonorrhoea  from  the 
lower  part  of  the  genital  tract.  Dr.  Bumm,  I  may  here  remark, 
claims  to  have  discovered  that  the  pathology  of  "unmixed" 
gonorrhoea  may  best  be  studied  in  the  tube  rather  than  in  the 
vulva  or  the  vagina,  since  the  gonococci  readily  reach  the  tube, 
whilst  the  pyogenic  streptococci,  which  so  often  enter  gonorrhceal 
discharges  in  the  vagina  ("mixed"  or  "compound  infection"), 
seldom  pass  upwards  into  the  higher  portions  of  the  genital  tract.1 
Mr.  Sutton  has  no  doubt  "that  the  growths  of  the  tube  are  in 
nature  warts,  similar  in  principle  to  those  found  in  other  situations, 
namely,  overgrown  papillae,  the  result  of  continued  irritation."  In 
the  case  of  the  tube  the  papillomata  are  "  no  doubt  .... 
simply  enlarged  and  overgrown  rugae  charactei'istic  of  its  mucous 
membrane  "  ('  Trans.  Obstet.  Soc.,'  vol.  xxviii,  p.  247).  I  have 
already  referred  to  Dr.  Martin's  "follicular  salpingitis." 

From  what  has  been  said  in  the  two  preceding  paragraphs  I  infer 
that  there  was,  in  this  case,  a  more  or  less  simultaneous  papilloma- 
tous degeneration  of  the  tubes  and  ovaries  due  to  a  common  cause, 
the  attack  of  severe  pelvic  inflammation  seven  years  previous  to 
the  operation.  Ever  since  the  inflammatory  attack  the  patient 
suffered  more  or  less,  the  catamenial  functions  being  permanently 
deranged.  Whether  the  attack  represented  gonorrhceal  infection 
or  not  must  remain  obscure.     The  papilloma  of  the  tubes  and 

4  "  Ueber  gonorrhoische  Mischinfectionen  beim  Weibe,"  '  Deutsche  med. 
Wochenschrift,'  December  8th,  1887. 
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ovaries  represent,  I  believe,  an  essentially  atrophic  condition,  like 
the  tubo-ovarian  cyst  which  I  described  in  the  thirty-eighth  volume 
of  the  '  Transactions '  as  the  result  of  chronic  inflammation.  In 
the  present  case  the  atrophic  cystic  changes  were  also  proceeding  in 
the  direction  of  the  development  of  tubo-ovarian  cysts,  especially 
on  the  right  side,  as  I  have  already  indicated,  thovigh  I  do  not  wish 
to  be  too  positive  on  that  point. 

I  do  not  think  that  the  disease  could  have  been  congenital. 
Dr.  Griffith,  in  the  monograph  already  quoted,  gives  reasons  for 
supposing  that  some  forms  of  tubo-ovarian  cysts  are  congenital. 
In  this  case  there  is  no  tubo-ovarian  cyst  on  either  side,  though  the 
condition  appears  to  be  developing  on  both.  The  patient  men- 
struated regularly  before  the  attack  of  pelvic  inflammation,  and  the 
previous  sterility  may  be  explained  by  many  more  probable  theories 
than  the  supposition  of  congenital  malformation. 

February  21st,  1888. 


32.  Primary  cancer  of  the  Fallopian  tube. 

By  Alban  Doran. 

[With  Plates  XIII  and  XIV.] 

Mrs.  B — ,  aged  48,  was  admitted  into  the  Samaritan  Free 
Hospital,  under  the  care  of  Mr.  J.  Knowsley  Thornton,  in 
February,  1888.  Mr.  Malcolm  prepared  the  following  notes  of  the 
case  : — "  Married  twenty-three  years  (family  history  unimportant), 
one  child  born  twenty-two  years  ago,  no  confinement  since. 
Admitted  with  a  tender,  hard,  mobile  tumour  in  the  right  groin, 
two  inches  in  diameter,  reaching  to  level  of  anterior  superior  iliac 
spine.  Pelvic  examination. — Cervix  small,  feels  healthy,  lies  far 
back,  points  backwards.  Tumour  of  groin  is  very  closely  con- 
nected with  right  cornu  of  uterus.  The  period  had  previously 
been  always  regular,  little  pain,  much  show.  Twelve  months  ago 
it  began  to  diminish.     Last  period  August,  1887." 

For   three   years   the    patient   had   been   subject  to  a  watery, 
inoffensive,  and  occasionally  sanious  vaginal  discharge,  which  often 
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contained  small  pieces  of  membranous  material.  For  this  the 
patient  consulted  Dr.  Amand  Kouth  in  October,  1886.  In  January, 
1887,  he  dilated  the  cervix,  introduced  a  curette,  and  scraped  away 
about  two  drachms  of  a  red  fungotis  growth  from  the  fundus.  At 
that  time  no  pelvic  tumour  could  be  detected.  A  fortnight  later 
an  attack  of  pelvic  inflammation  occurred,  with  swelling  of  the  left 
leg  and  left  labium  majus.  This  complication  may,  as  Mr. 
Thornton  suggested,  have  been  caused  by  irritation  of  the  malig- 
nant growth,  already  developing  though  too  small  for  detection. 
Every  surgeon  knows  that  malignant  tumours  are  very  intolerant 
of  operation  in  their  vicinity.  As  the  symptoms  and  pain  sub- 
sided, a  tumour  was  discovered,  rising  to  the  right  above  the  pubes. 
The  tumour  grew  slowly  and  the  patient  lost  flesh. 

On  March  1st,  1888,  Mr.  Thornton  operated.  The  abdominal 
walls  were  fat,  and  bled  freely  on  section  ;  there  was  no  free  fluid 
in  the  peritoneal  cavity.  The  course  of  the  operation  is  thus 
described  by  the  operator  : — "  Tube  exposed,  much  distended,  soft 
and  elastic,  punctured  with  fine  trocar,  then  with  aspirator.  Only 
a  little  ill-smelling  bloody  serum  escaped,  with  fragments  like 
those  coming  from  the  vagina.  Punctures  closed  by  square-headed 
forceps  and  corrosive  sublimate  lotion  freely  used.  Large  forceps 
put  on  to  the  tube  close  to  the  uterus.  Then  the  outer  part  of  the 
tube,  which  had  curled  inwards  over  the  ovary  and  behind  the 
uterus,  was  gradually  separated  from  both,  the  adhesions  being 
very  fine,  so  that  I  could  only  tear  away  part  of  the  ovary,  leaving 
the  rest  sticking  to  the  broad  ligament.  When  the  tube  was 
sufficiently  freed,  I  transfixed  and  tied  in  two  halves,  but  on 
cutting  away  was  obliged  to  put  on  several  pairs  of  forceps,  as 
vessels  spouted.  I  then  put  another  ligature  round  the  whole, 
transferring  large  forceps  to  distal  side  before  tying  ligatures. 
The  end  of  the  tube  left  in  the  stump  was  patent,  but  seemed 
fairly  healthy ;  one  small  portion  of  the  diseased  tissue  was 
removed  on  the  cotton-wool  dipped  in  corrosive  sublimate  lotion 
used  for  cleaning  it  out"  (The  "diseased  tissue"  was  probably 
decolourised  clot,  with  which  the  uterine  end  of  the  removed  por- 
tion was  stuffed.) 

"  I  then  with  much  difficulty  removed  the  left  tube  and  part  of 
a  small  cystic  ovary,  the  adhesions  being  much  denser  than  on  the 
right  side,  and  some  separate  ligatures  being  required  for  adhe- 
sions deep  in  the  pelvis.     The  uterus  was  not  so  large  as  I  thought 

14 
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at  first,  and  seemed  fairly  firm  and  healthy,  so  that  I  rather 
doubted  if  there  was  any  of  the  growth  in  it."  A  glass  drainage- 
tube  was  introduced  with  some  difficulty,  as  the  pelvis  was  blocked 
with  firmly  adherent  intestiue.  The  patient  made  a  good  recovery, 
the  temperature  never  rising  above  10r2°;  the  tube  was  removed 
on  March  4th.  She  was  sent  back  to  the  convalescent  ward  on 
March  7th,  and  discharged  at  the  end  of  the  third  week  of  the 
same  month.     [In  August,  1888,  she  was  in  good  health.] 

The  mucous  membrane  of  the  left  tube  was  thickened,  but  free 
from  any  morbid  growth,  as  was  likewise  the  ovary.  The  right 
tube  was  of  the  characteristic  legume  form  observed  in  most  tubes 
when  dilated  beyond  a  certain  degree,  but  there  were  traces  of  two 
convolutions  on  its  inner  third.  The  tube,  when  collapsed, 
measured  about  five  inches  in  length.1  I  cut  away  a  large  piece  of 
the  anterior  wall  immediately  after  the  operation,  and  took  it  at 
once  to  the  Physiological  Laboratory,  St.  Bartholomew's  Hospital, 
where  Dr.  Vincent  HaiTis  kindly  prepared  for  me  some  sections. 
A  reddish  fluid,  with  broken-down  particles  of  solid  matter, 
escaped  from  the  tube  as  it  was  opened.  Almost  the  entire  surface 
of  the  interior  of  the  tube  was  covered  with  soft  and  highly  villous 
growth,  of  a  bright  red  colour  when  fresh,  no  normal  mucous 
membrane  being  left.  Only  about  one  inch  and  a  half  (Plate  XIII, 
fig.  1,  b),  nearest  the  uterine  end,  remained  free  from  the  new 
growths  ;  here  the  channel  of  the  tube  was  firmly  packed  with  par- 
tially decolourised  clot,  and  the  mucous  membrane  was  thickened 
and  rigid.  The  tube  was  completely  obstructed  at  its  outer 
extremity,  and  no  trace  of  the  fimbria?  remained. 

The  serous  coat  of  the  tube  was  little,  if  at  all,  thickened  ;  it  did 
not  show  clearly  on  section;  thus  e,  fig.  1,  is  the  muscular  coat 
and  not  the  peritoneum.  The  muscular  coat  was  thick  and  free 
from  any  cavities,  like,  for  example,  the  sinuses  observed  in 
Martin's  "  follicular  salpingitis."2  It  was  invaded  at  certain 
places  (fig.  1,  d)  by  the  growth,  which  nowhere  perforated  the 
serous  coat.  The  submucous  tissue  was  very  conspicuous  when 
the  specimen  was  fresh  ;  it  was  thickened  to  the  extent  of  from  one 
eighth  to  one  quarter  of  an  inch  at  many  points ;  it  has  become 
thinner  and  quite  opaque  through  the  action  of  spirit.     In  some 

1  The  specimen  is  now  in  the  Museum  of  the  Royal  College  of  Surgeons,  No. 
4584D. 

2  "  Ueber  Tubenerkrankung,"  '  Zcitschr.  f .  Geburtsh.  u.  Gynak.,'  vol.  xiii,  pt.  2. 


DESCRIPTION  OF  PLATES  XIII  AND  XIV. 

To  illustrate  Mr.  Alban  Do  rail's  paper  oil  Primary  Cancer  of  the 
Fallopian  Tube.     (Page  208.) 

From  drawings  by  Mr.  H.  R.  W.  Lewin. 

Plate  XIII. 

Fig.  1. — A  considerable  portion  of  the  anterior  part  of  the  wall  of  the  tube 
has  been  removed  to  display  the  extent  of  the  disease,  a.  Uterine  end  of  the 
tube  divided  at  the  operation.  A  black  bristle  has  been  passed  through  it  and 
along  the  channel  of  the  tube.  b.  Portion  of  the  tube  near  the  uterine  end, 
free  from  growths,  ccc  Masses  of  cancerous  growth  springing  from  the 
inner  surface  of  the  posterior  part  of  the  tube,  d  d.  New  growth  invading  the 
muscular  coat,  e  e,  which  is  elsewhere  more  or  less  free  from  disease.  At  d'  a 
very  solid  deposit  lies  in  the  submucous  tissue,  f.  The  ovary  converted  into  a 
mass  of  tumour  substance,  g.  Cut  surface  of  the  broad  ligament,  which  is 
infiltrated  with  new  growth. 

Fig.  2. — Section  of  cancerous  growth  invading  the  anterior  part  of  the  wall 
of  the  tube,  as  at  d,  fig.  1.    (£"  obj.) 

a  a.  Part  of  a  group  of  large  polymorphous  cells,  b.  Part  of  a  trabecula 
bounding  the  group  of  cells  showing  small-cell  infiltration,  ccc, 
Muscle-cells  indicating  remains  of  the  muscular  coat  of  the  tube. 

Plate  XIV. 

Fig.  3. — Tubular  structure  surrounded  by  cells,  seen  in  another  part  of  the 
same  section,  a.  The  tubule  lined  with  cylindrical  ciliated  epithelium,  bb.  Large 
cells  surrounding  the  tubule;  they  are  arranged  somewhat  spirally  and  prolonged 
outwards  into  the  stroma  at  c  c.  Further  on  at  d  are  larger  cells.  Some  of  the 
cells,  b,  are  arranged  as  though  they  were  inside  tubules  choked  by  proliferation 
of  epithelium.     (£"  obj.) 

Fig.  4. — Section  from  the  firmest  part  of  the  ovary  (fig.  !,/)■  a.  Trabecula 
infiltrated  with  small  cells,  bb.  Trabecula  bearing  small  spindle-cells,  ccc. 
Part  of  a  large  collection  of  epithelial  cells  showing  large  spaces  (d  d)  formed  by 
vacuolation.  The  "  signet-ring  "  appearance  is  indicated  in  some  of  the  cells. 
(i"  obj.) 
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places  (d1)  the  submucous  tissue  was  invaded ;  this  of  necessity 
was  the  case  wherever  the  growth  had  reached  the  muscular  coat. 

The  broad  ligament  was  in  parts  nearly  one  quarter  of  an  inch 
in  thickness,  and  infiltrated  with  the  new  growth  (g).  It  was 
shortened  and  crumpled  up,  as  in  chronic  inflammatory  diseases  of 
the  uterine  appendages.  A  thin- walled  cyst  projected  from  its 
posterior  surface. 

The  ovary  was  almost  spherical,  and  measured  in  its  long 
diameter  about  one  inch  and  three  quarters.  It  was  converted 
into  five  or  six  pale,  fleshy  lobes,  each  about  one  quarter  of  an  inch 
in  diameter,  soft  and  yellowish-white  in  colour.  Between  these 
lobes  were  recent  blood-clots,  possibly  effused  on  the  tightening  of 
the  ligature  during  operation.  No  trace  of  normal  ovarian  tissue 
could  be  detected.  A  piece  of  the  ovary  was  preserved,  when 
fresh,  for  section. 

The  microscopic  appearances  of  the  sections  taken  from  the 
anterior  wall  of  the  tube  are  shown  in  Plate  XIII,  fig.  2.  The  portion 
of  tube-wall  prepared  for  the  microscope  was  nearly  one  quarter  of 
an  inch  thick,  and  on  naked-eye  examination  it  was  seen  to  be  partly 
invaded  by  the  new  growth.  Throughout  the  section  were  wide 
spaces  filled  with  large  cells  (a).  The  nuclei  of  these  cells  were 
also  of  large  size.  Some  were  undergoing  division  ;  in  some  the 
"signet  ring"  appearance  was  seen.  The  fibres  of  the  stroma  did 
not  appear  to  pass  between  individual  cells,  nor  could  I  detect  any 
connection  between  any  cell  and  the  stroma.  In  the  immediate 
neighbourhood  of  every  collection  of  large  cells  was  a  highly 
alveolar  tissue  consisting  of  a  network  of  more  or  less  stout  fibres 
enclosing  very  elongated  spaces,  which  were  stuffed  with  small 
round-cells  (fig.  2,  b).  In  some  parts  of  the  sections  the  network 
was  composed  of  the  muscular  fibres  of  the  middle  coat  of  the 
tube  (c),  and  muscle-cells  were  even  to  be  seen  amidst  the  collec- 
tions of  large  cells,  as  is  indicated  in  fig.  2.  At  first  I  thought 
that  the  trabecular  tissue  b  represented  scirrhous  cancer,  the 
masses  of  large  cells  indicating  the  softer  part  of  the  malignant 
growth,  but  after  careful  comparison  I  noted  that  the  small  round- 
cells  were  probably  not  cancerous  at  all,  but  were  connective-tissue 
cells,  produced  by  a  process  of  proliferation  observed  in  the  neigh- 
bourhood of  a  cancer  in  any  organ.  In  this  opinion  I  was  con- 
firmed by  Mr.  Butlin,  Mr.  Bowlby,  Mr.  D'Arcy  Power,  and  others 
who  are  experienced  in  general  pathology,  and  Dr.  Griffith,  who 
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lias  prepared  a  large  series  of  specimens  illustrating  the  progress 
of  uterine  cancer,  informs  me  that  tissue  like  b  in  fig.  2  is 
constantly  seen  around  the  collections  of  epithelial  cells  in  that 
disease. 

There  were  several  other  remarkable  appearances  in  the  sections. 
Bundles  of  muscular  fibres,  divided  transversely,  bore  a  strong 
resemblance  to  collections  of  epithelial  cells  on  superficial  examina- 
tion. Some  parts  of  the  sections  were  highly  vascular.  The 
peritoneal  surface  of  each  section  showed  some  remarkable  minute 
crypts,  which  were  in  some  cases  bifurcated,  and  I  noted  secondary 
bifurcations  in  a  few  of  these  follicular  depressions.  The  deepest 
were  hardly  a  fiftieth  of  an  inch  in  depth.  These  crypts  were 
remarkable,  as  they  caused  the  serous  surface  to  be  taken  at  a  first 
glance  for  the  mucous  surface,  and,  moreover,  on  naked-eye 
examination  the  serous  coat  appeared  perfectly  smooth.  Possibly 
the  depressions  were  caused  by  irregular  contraction  of  the  sub- 
jacent tissue,  due  to  the  morbid  infiltration.  Not  a  trace  of  the 
normal  mucous  surface  could  be  found  in  the  infected  part  of  the 
tube,  in  fact,  it  had  been  entirely  replaced  by  the  morbid  growth, 
and  the  microscope  proved  what  was  almost  as  plain  to  the  naked- 
eye.  Deeper  down,  towards  the  serous  coat,  the  disease  was 
certainly  less  advanced.  Here  I  detected  two  or  three  well-formed 
tubules,  lined  with  columnar  ciliated  epithelium  and  surrounded 
by  a  wide  area  of  large  cells  (Plate  XIV,  fig.  3).  In  this  area  (b)  some 
of  the  flat  cells  were  arranged  as  though  they  represented  tubules 
choked  with  epithelium.  This  would  indicate  that  the  disease 
arose  from  the  epithelium  of  glands  connected  with  the  tubal 
mucous  membrane.  The  cancer-tissue  resembled  gland-cancer 
elsewhere  rather  than  epithelioma  of  a  mucous  or  other  free 
surface.1     I  shall  presently  have  occasion  to  refer  to  this  subject. 

In  sections  prepared  from  the  ovary  I  detected  the  same  appear- 
ances as  in  the  tube,  that  is  to  say,  there  were  extensive  collections 
of  large  flat  cells  (Plate  XIV,  fig.  4,  c)  surrounded  by  trabecule  in 
which  the  connective-tissue  cells  were  undergoing  proliferation  (fig. 
4,  a).     In  other  parts  I  fancied  at  first  that  I  could  trace  groups  of 

1  In  a  recently  published  memoir,  "Ueber  den  primaren  Krebs  des  Ileum," 
by  Dr.  Otto  Lubarseh  ('  Virchow's  Arcbiv,'  Band  cxi,  Heft  2,  February,  1888, 
Tafeln  viii,  ix),  the  author  demonstrates  that  primary  cancer  of  the  ileum  arises 
in  Lieberkuhn's  glands.  According  to  his  drawings  that  local  form  of  cancer 
closely  resembles  cancer  of  the  tube  in  its  microscopic  characters. 
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round- cells,  each  cell  being  connected  by  a  process  to  meshes  of 
apparently  retiform  tissue,  which  surrounded  the  entire  group.  But 
on  further  consideration,  and  examination  of  the  sections  with  Mr. 
Eve,  I  agreed  with  him  that  the  "  small  round-cells  "  were  pro- 
bably large  nuclei,  the  apparently  retiform  tissue  representing 
vacuolation  of  protoplasm,  such  as  is  seen  in  cancer.  In  some  of 
the  clusters  of  epithelial  cells  this  process  of  vacuolation  was  not 
so  advanced,  but  had  already  produced  round  or  oval  holes  (fig. 
4,  d,  d)  with  more  or  less  regular  outlines.  In  the  trabecule, 
although,  as  already  stated,  round-cells  (fig.  4,  a)  predominated,  I 
found  occasional  clusters  of  small  spindle-cells  (fig.  4,  b),  which 
possibly  represent  the  spindle-celled  tissue  of  medullary  carcinoma 
figured  and  described  in  S.  W.  Gross's  '  Practical  Treatise  on 
Tumours  of  the  Mammary  Gland,'  fig.  23,  p.  134  in  the  1880 
edition. 

I  have  above  described  what  I  observed,  and  I  do  not  think:  that 
there  can  be  much  doubt  that  the  morbid  growth  in  this  case  was 
cancer  and  not  sarcoma. 

The  clinical  and  pathological  evidence  tends  to  prove  that  the 
tube  was  the  primary  seat  of  disease.  Considering  that  there  was 
vaginal  discharge  for  three  years,  much  broken-down  material 
escaping  till  the  date  of  operation,  that  the  uterus  was  scraped 
with  a  curette,  and  that  fourteen  months  later  it  was  found  free 
from  disease,  whilst  the  tube  contained  not  only  a  new  growth  but 
also  fluid  and  broken-down  matter  resembling  the  discharge,  that 
new  growth  was  certainly  tubal  and  not  uterine.  The  ovary  was 
cancerous,  but  evidence  was  against  its  being  the  original  seat  of 
disease.  The  history  of  the  discharge  favoured  the  view  that  the 
tube  had  been  involved  for  a  long  time.  The  growths  within  the 
tube  were  well  developed,  the  tube  being  consequently  much 
enlarged.  On  the  other  hand,  the  ovary,  although  entirely  con- 
verted into  a  mass  of  new  growth,  was  still  small,  as  though  but 
recently  invaded.  Had  the  tumour  detected  by  Dr.  Eouth  early  in 
1887  been  ovarian,  the  ovary  would  have  formed  a  very  large  mass 
of  malignant  disease  by  March,  1888,  for  solid  malignant  ovarian 
tumours  grow  very  quickly.  The  tube  is  ever  slow  to  become 
invaded  in  primary  cancer  or  sarcoma  of  the  ovary,  and  when 
attacked  it  is  usually  the  serous  coat  which  is  first  involved,  so  that 
the  surface  of  the  tube  appears  studded  with  little  white  knobs. 
This  I  have  observed  several  times.     Winckel  figures  a  characteristic 
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specimen  in  his  handbook.  In  the  largest  true  cancerous  tumour 
which  I  ever  examiued,  the  tube  was  deeply  sunk  between  two 
lobes  of  the  tumour,  but  cpuite  uninvolved  in  the  disease.  Schroder 
noted  that  the  tube  in  carcinoma  of  the  ovary  remains  for  a  long 
time  intact. 

I  can  find  but  two  undoubted  cases  of  primary  malignant  disease 
of  the  Fallopian  tube  recorded  in  recent  medical  literature,  and  in 
one  the  growth  was  described  as  sarcoma.  Dr.  Martin,  of  Berlin, 
informed  me  in  January  that  he  had  operated  on  two  cases  of 
carcinoma  of  the  tube,  and  had  given  the  specimens  to  his  assistant, 
whose  description  of  them  will,  I  understand,  be  shortly  published. 
Bruckmiiller  found  medullary  cancer  in  the  walls  of  a  bitch's  tube. 
In  Scanzoni's  case  of  cancer  of  the  left  tube  and  right  ovary,  the 
disease  probably  began  in  the  ovary,  as  that  organ  was  "  the  size 
of  a  fist,"  whilst  the  tube  was  "  stretched  to  the  thickness  of  a 
man's  thumb,"  almost  reversing  the  proportions  in  the  case  exhi- 
bited this  evening.  As  Scanzoni  observed,  the  case  proved  that 
cancer  of  the  Fallopian  tubes  does  not  always  arise  from  the  con- 
tiguity of  those  organs  with  diseased  neighbouring  structures. 

In  the  most  recent  special  treatises  on  tubal  affections  by  Hennig,1 
Bandl,2  and  Schroder,3  malignant  disease  of  the  tumour  is  spoken 
of  as  though  it  were  without  exception  secondary,  Scanzoni's  case 
being  held  as  doubtful.  Dr.  Winter4  has  recently  described  a  case 
of  primary  carcinoma  of  the  ovary  where  the  tube  was  obstructed 
and  dilated.  A  lobulated  cancerous  mass,  almost  the  size  of  a 
walnut,  had  grown  from  the  ovary,  through  the  tubal  wall.  It  had 
become  polypoid,  bearing  a  thin  pedicle  and  spreading  out  in  the 
ampulla,  the  walls  of  which  it  had  caused  to  atrophy.  The  ovarian 
tumour  was  the  "size  of  a  small  fi?t."  As  Winckel5  has  already 
pointed  out,  secondary  cancer  of  the  tube  is  rare  in  uterine  cancer, 
as  the  part  of  the  uterus  which  is  the  most  frecpuently  attacked  is 
that  which  lies  farthest  from  the  tube. 

1  '  Die  Krankheiten  der  Eileiter,  &c.,'  1876. 

2  "  Die  Krankheiten  der  Tuben,"  Billroth  and  Luecke's  '  Deutsche  Chirurgie,' 
1886. 

3  '  Ziemssen's  Cyclopedia  of  the  Practice  of  Medicine/  vol.  x. 

4  "  Bericht  ueber  die  Verhandlungen  der  Gesellschaft  f iir  Geburtshulfe  und 
Gyniikologie  zu  Berlin,"  '  Zeitschrilt  fur  Geburtsh.  u.  Gynak.,'  Band  xiv, 
Heft  2,  1888,  p.  559. 

5  "  Lehrbuch  der  Frauenkrankheitcn,'  1886. 
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The  first  of  the  two  undoubted  cases  of  primary  malignant  dis- 
ease is  described  by  Dr.  Senger,  of  Breslau,  in  the  '  Centralblatt 
far  Gynakologie,'  Jahrgang  x,  1886,  page  601.  The  patient,  aged 
51,  died  of  diabetes,  and  there  were  no  clinical  symptoms  of  pelvic 
disease  during  life.  Both  tubes  were  involved,  the  left  more  than 
the  right.  There  were  two  oval  dilatations  of  each  tube,  with  a 
less  dilated  segment  between.  Papillary  masses  grew  from  the 
tubal  mucous  membrane,  especially  in  the  two  dilatations.  The 
largest  masses  were  the  least  markedly  papillomatous.  In  the  left 
tube  there  were  larger  soft  growths,  not  papillomatous,  and  there 
was  a  secondary  deposit  in  Douglas's  pouch.  Dr.  Senger  believed 
that  the  growths  were  small  round-celled  sarcomata.  But,  in  a 
polypoid  growth  in  one  of  the  dilatations  he  found  "  collections  of 
tubes  lined  with  a  single  layer  of  cylindrical  epithelium  and 
surrounded  partly  by  true  sarcoma  tissue,  partly  by  new  con- 
nective tissue  rich  in  nuclei."  He  stated  that  the  origin  of  this 
glandular  growth  was  uncertain,  but  thought  that  the  gland-tubes 
might  have  been  derived  from  the  parovarium,  which  was  closely 
incorporated  with  the  outer  wall  of  this  second  cyst.  It  is  difficult 
to  understand  how  parovarian  tubes  could  have  forced  their  way 
through  the  walls  of  the  Fallopian  tube.  The  "  collections  of 
tubes  "  rather  suggest  the  appearance  seen  in  my  specimen  far  from 
the  parovarium  (Plate  XIV,  fig.  3) .  I  regret  that  the  account  of  Dr. 
Senger's  case  was  published  without  illustrations.  Some  readers 
may  not  feel  certain  that  the  growths  were  sarcomatous  and  not 
carcinomatous.  The  irregular  dilatation  of  the  tubes  in  this  case 
was  remarkable  ;  it  should  be  borne  in  mind  in  future  researches 
on  the  distinctions  between  suspected  sarcoma  and  carcinoma  of 
the  tube. 

The  second  case  of  primary  malignant  disease  was  certainly 
cancerous.  It  occurred  in  Dr.  Martin's  practice  and  is  described 
by  Dr.  Orthmann  in  the  same  volume  of  the  '  Centralblatt  fur 
Gynakologie '  as  Dr.  Senger's  case,  at  page  816,  and,  like  that  case, 
is  unfortunately  published  without  any  illustrations.  The  patient 
was  forty-six  years  old  and  had  only  been  married  for  three  years. 
About  a  year  and  a  half  befoi-e  operation  she  had  suffered  from 
typhoid  fever,  and  during  convalescence  she  noticed  lumps  forming 
in  the  abdomen.  A  firm  tumour,  "  the  size  of  a  child's  head,"  was 
found  to  the  right  of  the  uterus ;  a  smaller  swelling  was  detected 
to  the  left,  somewhat  posteriorly.     Ascitic  fluid  in  small  amount 
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was  found  in  the  pei-itoneal  cavity.  The  smaller  swelling  was 
caused  by  encysted  serous  perimetritis  ;  its  clear  fluid  contents 
were  emptied  and  drained  through  the  vagina.  The  right  tumour 
was  removed.  It  consisted  of  the  thickened,  tortuous  right  tube 
and  two  pus-cavities.  The  ostium  of  the  tube  communicated  with 
one  of  these  cavities,  which  Dr.  Orthmann  described  as  ovarian 
abscesses.  The  mucous  membrane  of  the  tube  was  covered  with 
soft  papillary  growths,  filling  the  lumen  at  the  abdominal  end, 
where  they  were  numerous.  Each  growth  consisted  of  a  stroma 
of  connective  tissue,  including  numerous  nests  of  epithelial  cells. 
Here  and  there  involutions  of  epithelium  were  detected  passing 
into  the  stroma.  The  tube,  when  tapped  at  the  beginning  of  the 
operation,  yielded  "  a  litre  and  a  half  of  green  pus,"  no  doubt 
derived  from  the  abscess. 

I  must  here  note  the  evidence,  derived  from  the  present  case  as 
well  as  from  Drs.  Senger's  and  Orthmann's,  that  malignant  disease 
of  the  tube  may  result  from  a  degeneration  of  papillomata  of  the 
tubal  mucous  membrane.  Dr.  Amand  Routh  informs  me  that 
papillomatous  material  came  away  in  the  discharges,  when  he 
scraped  out  the  uterus  over  a  year  before  the  operation.  In  the 
two  cases  which  I  have  quoted  the  growths  were  partly  or  entirely 
pajtillary.  However,  I  failed  to  trace  any  signs  of  malignancy  in 
either  of  the  specimens  of  papilloma  of  the  tube  which  I  have 
exhibited  before  the  Society  (October,  1879,  and  February,  1888;, 
and  the  first  as  well  as  the  second  case  is  still  living.  The  first 
case  ('  Transactions,'  vol.  xxxi)  resembles  Dr.  Orthmann's  in  one 
respect,  for  in  both  the  ostium  of  the  tube  remained  unobstructed 
so  that  the  escape  of  morbid  secretion  caused  in  the  former  ascites 
and  hydrothorax,  in  the  latter  abscess  in  the  neighbourhood  of  the 
ovary.  In  the  case  of  primary  cancer  exhibited  this  evening  there 
was  no  dropsy,  but  this  complication  would  have  developed  had 
the  ostium  remained  open  after  the  appearance  of  the  morbid 
growth  in  the  tube.  The  cancer  most  probably  extended  to  the 
ovary,  not  through  the  ostium,  but  between  the  layers  of  the  broad 
ligament,  which  was  infiltrated  with  new  growth  (fig.  l,g).  When 
the  attack  of  inflammation  set  in,  at  the  end  of  January,  1887,  the 
tube  was  possibly  studded  like  the  uterus  with  soft,  fungous 
growths,  partially  papillomatous,  which  subsequently  underwent 
malignant  degeneration.  In  this  sense,  cancer  of  the  tube  might 
represent  an  extreme  and  secondary  result  of  chronic  disease  of 
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the  appendages,  of  which  a  more  evident  result  is  tubo-ovarian 
cyst  or  even  papilloma  of  the  tube,  as  I  have  already  endeavoured 
to  demonstrate  in  the  course  of  this  session  (v.  p.  200).  The  tubular 
bodies  (fig.  3)  might  be  developed  from  the  deep  involutions  which 
abound  in  papillomatous  outgrowths.  I  have  already  shown  that 
they  could  not  be  of  parovarian  origin,  as  Senger  suggested  in 
his  case. 

Whether  the  growths  arose  from  papillomata  or  direct  from  the 
mucous  membrane,  I  believe  that  it  is  most  probable  that  the 
tubular  bodies  in  fig.  3  were  originally  developed  from  the  glands 
of  the  tubal  mucous  membrane.  As  I  have  already  noted,  the 
character  of  the  cancer  tends  to  prove  this  theory.  I  have  no 
doubt  whatever  that  Fallopian  tube  glands  exist,  Hennig  and 
Bland  Sutton1  have  both  demonstrated  their  existence  in  our 
species  after  long  and  careful  observation. 

The  relation  of  the  appearance  of  this  growth  to  the  menopause 
is  a  question  of  some  interest.  The  last  menstrual  period  was  in 
August,  1887.  The  patient  was  forty-eight,  but  the  tumour  had 
already  appeared.  Hence  it  is  possible  that  the  menopause  was 
hastened  through  the  debility  caused  by  the  growth  of  the  tumour. 
It  must  be  noted,  however,  that  Dr.  Senger's  case  was  fifty-one 
years  old,  and  Dr.  Orthmann's  forty-six.  Considering,  then,  the 
ages  of  all  three  cases,  we  may  suspect,  though  we  can  come  to  no 
decision  on  evidence  so  scanty,  that  there  is  some  distinct  relation 
between  the  menopause  and  the  appearance  of  malignant  disease 
of  the  Fallopian  tube.  May  1st,  1888. 

1  "  The  Glands  of  the  Fallopian  Tubes  and  their  Function,"  by  J.  Bland 
Sutton,  F.R.C.S.,  '  Trans.  Obstet,  Soc.,'  vol.  xxx.  "  The  so-called  rugae  of  these 
tubes  are  really  glandular  diverticula,  whose  function  is  to  secrete  an  albuminous 
material  comparable  to  the  albumen  of  an  egg." 


218  GENITOURINARY    ORGANS. 

33.    Cyst  in  corpus  luteum.      {Card  specimen.) 

By  Samuel  G.  Shattock. 

[With  Plate  XXXVIII,  fig.  1.] 

An  ovary  showing  a  cyst  formed  in  a  corpus  luteum.  The  cavity 
of  the  cyst  is  1*3  cm.  in  diameter.  Its  wall  varies  slightly  iu 
thickness ;  at  its  least  superficial  and  thickest  part  it  is  "3  cm.,  and 
in  the  recent  state  was  of  the  characteristic  yellow  colour. 

The  cyst  lies  close  beneath  the  surface,  its  situation  being 
indicated  by  a  slight  elevation  in  the  general  contour.  There  is  a 
shreddv  layer  of  lymph  on  the  outer  surface  of  the  ovary  ;  its 
interior  appears  normal. 

Since  cyst-formation  in  the  corpora  lutea  of  animals  was  first 
drawn  attention  to  by  Mr.  Sutton  in  the  Society's  '  Transactions,' 
vol.  xxxvi,  in  the  '  Journal  of  Anatomy  and  Physiology,'  vol.  xx, 
and  in  his  '  Introduction  to  General  Pathology,'  1886,  one  or  two 
examples  have  been  observed  in  the  human  subject,  but  none 
has  been  as  yet  placed  on  record,  or  figured  in  the  Society's 
'  Transactions.' 

The  largest  observed  by  Mr.  Sutton  (in  a  cow,  out  of  seventy 
cows  examined)  was  not  larger  than  a  small  orange.  Nor  is  it 
probable  that  such  cysts  attain  any  important  dimensions,  when 
their  mode  of  origin  is  considered,  for  they  can  be  classed  neither 
as  retention-cysts  arising  in  a  continuously  secreting  structure  or 
structure  adapted  for  secretion  (as  is  obsolete  gland  tissue  or  an 
obsolete  canal),  nor  as  serous  cysts  arising  in  lymphatic  tissue. 

May  1st,  1888. 
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34.  Case  of  perfect  uterus  masculmus  with  perfect  Fallopian 
tubes  and  testes  in  the  broad  ligament.  Complex  or  vertical 
hermaphroditism. 

By  C.  Stonham. 

[With  Plate  XV.] 

The  very  interesting  specimen  which  I  bring  before  your  notice 
to-night  was  removed  from  the  body  of  a  child  aged  9 
months,  admitted  into  University  College  Hospital  to  undergo  an 
operation  for  the  radical  cure  of  a  right  oblique  inguinal  hernia. 
I  am  indebted  to  the  kindness  of  my  friend  Mr.  Horsley,  under 
whose  care  the  patient  was,  for  the  opportunity  of  dissecting  and 
making  use  of  this  specimen. 

On  admission,  the  hernia  could  be  easily  kept  up  by  the  finger. 
The  child  was  in  a  weakly  state,  and  the  testes  were  undescended. 

On  August  5th,  1885,  the  child  was  put  under  chloroform,  and 
the  operation  conducted  in  the  usual  way.  On  opening  the  sac  it 
was  found  to  contain  what  seemed  to  be  a  uterus  with  a  broad 
ligament  stretching  off  from  each  side,  and  also  two  organs  properly 
placed  for  ovaries,  and  what  seemed  to  be  Fallopian  tubes.  The 
bladder  was  not  in  the  sac,  but  was  intimately  adherent  to  the 
internal  ring.  This  being  the  case  the  wound  in  the  sac  was  sewn 
up,  and  the  whole  returned  into  the  abdomen,  the  pillars  of  the 
ring  being  afterwards  drawn  together  with  catgut.  The  wound 
suppurated,  the  temperature  rose,  and  the  child  died  on  August  16th. 

At  the  post-mortem  examination  the  following  condition  was 
found.  On  the  right  side  the  hernia  had  again  come  down,  the 
sac  was  adherent  to  the  surrounding  parts,  and  the  contents  to  the 
sac.  The  accompanying  drawing  shows  the  condition  of  things  at 
the  time  of  the  post-mortem.  The  internal  organs  of  generation 
appeared  to  be  those  of  a  normal  female,  but  subsequent  examina- 
tion showed  that  what  appeared  to  be  ovaries  are  in  reality  testes. 
The  uterus  did  not  occupy  the  middle  line,  but  had  been  dragged 
over  to  the  right,  owing  to  the  right  broad  ligament  having 
descended  into  the  hernia  sac.  Thus  the  fundus  uteri  and  left 
broad  ligament  occupied  the  right  iliac  fossa. 

On  removing  the  sacrum  and  greater  part  of  the  left  innominate 
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bone,  and  dissecting  out  the  pelvic  organs  from  the  left  side,  it  was 
found  that  the  uterus  terminated  below  in  a  vagina  ending  in  a 
well-fox-med  prostate  gland,  which  surrounded  the  neck  of  the 
bladder.  No  vesiculse  seminales  could  be  seen,  nor  at  this  stage 
were  any  vasa  deferentia  found.  I  laid  open  the  vagina  from 
behind,  and  after  great  trouble  succeeded  in  passing  a  bristle  from 
the  vagina,  through  the  prostate,  and  along  the  urethra  out  at  the 
meatus.  There  was  a  well-formed  bulb.  On  making  a  section  of 
the  supposed  ovaries  I  was  at  once  struck  with  their  resemblance 
to  testes,  and  on  submitting  them  to  microscopic  examination  found 
them  to  be  so  in  reality.  I  then  removed  the  genital  organs  and 
bladder,  and  dissected  off  all  the  peritoneum,  tracing  out  the  ducts 
as  far  as  possible.  The  following  conditions  then  presented  them- 
selves : 

External  organs  of  generation:  These  were  of  the  male  type 
with  undescended  testes.  The  scrotum  was  deeply  puckered,  and 
had  a  well-marked  central  raphe.  The  penis  is  normal  in  appear- 
ance, but  the  urethra  opens  rather  far  back,  constituting  a  slight 
degree  of  hypospadias.  The  prepuce  is  deficient  at  the  lower  part 
and  envelops  the  glans  like  a  cowl,  so  that  there  is  no  definite 
fraeuurn.  The  corpus  spongiosum  terminates  posteriorly  in  a  well- 
marked  bulb.     The  membranous  urethra  is  about  *5  cm.  in  length. 

Pelvic  organs  :  The  bladder  is  normal  in  size  and  shape,  and  its 
neck  is  surrounded  by  the  prostate  gland,  which  measures  1*5  cm. 
in  its  greatest  transverse  diameter.  Projecting  from  the  posterior 
part  of  the  prostate,  and  taking  a  direction  upwards  and  to  the 
right,  is  the  vagina  and  uterus,  with  broad  ligaments,  round 
ligaments,  Fallopian  tubes,  and  on  each  side  an  oval  smooth  body  in 
the  position  of  the  ovary  but  being  really  a  testis.  The  deviation 
of  the  structures  to  the  right  is  due  to  the  right  broad  ligament 
having  been  dragged  clown  in  the  hernia.  At  first  sight  the  case- 
appeared  to  be  one  of  transverse  hermaphroditism,  the  internal 
organs  being  female.  The  vagina  and  uterus  have  been  laid  open 
from  behind. 

The  vagina  measures  1*5  cm.  in  length,  the  interior  is  traversed 
by  well-marked  rugae,  and  passing  down  the  anterior  wall  is  a 
distinct  ridge,  indicating  the  original  separation  of  the  vagina  into 
two  halves  by  the  median  antero-posterior  septum.  At  the  upper 
end  of  the  vagina  is  a  small  orifice  leading  into  the  canal  of  the 
cervix  uteri,  but  there  is  no  projection  of  the  external  os. 
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The  body  and  neck  of  the  uterus  together  measure  4  cm.  in 
length ;  the  lower  part  of  the  body  is  elongated,  and  there  is  no 
sharp  line  of  demarcation  between  it  and  the  cervical  canal,  owing 
to  the  absence  of  the  internal  os.  The  cervix  presents  the  charac- 
teristic arbor  vita?.  The  interior  of  the  body  is  traversed  by  strongly- 
marked  ruga?,  and  one  fold  passed  along  the  anterior  wall  to  the 
cervix,  blending  here  with  the  arbor  vita?. 


Woodcut  10. 


v.  Vessels,     t.  Testis.      F.  t.  Fallopian  tube.     e.  Epididymis. 
r.  I.   Round  ligament,     b.  Bulb. 

On  dissecting  out  the  various  structures  in  the  broad  ligament 
I  found  that  the  round  ligaments  were  normal.  The  testis  occupies 
the  upper  and  back  part  of  the  broad  ligament,  and  is  attached  to 
the  corresponding  cornu  of  the  uterus  by  a  band  of  tissue  2  cm.  in 
length,  and  representing  the  ligament  of  the  ovary. 

Immediately  below  the  testis  is  the  Fallopian  tube,  which  joins 
the  uterus  between  the  round  ligament  and  ligament  of  the  testis. 
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The  free  end  is  fimbriated,  and  a  bristle  can  readily  be  passed 
along  it. 

On  removing  the  peritoneum  from  the  Fallopian  tube  a  con- 
voluted tube  was  found  in  close  connection  with  it.  This  proved 
to  be  the  epididymis.  It  is  a  good  deal  convoluted,  and  measures 
about  10  cm.  in  length,  extending  from  the  outer  end  of  the  testis, 
where  it  forms  a  globus  minor,  to  about  the  middle  of  the  uterine 
wall  at  its  posterolateral  aspect,  where  it  becomes  so  fine  that  I 
have  not  attempted  to  follow  it  farther,  but  I  am  of  opinion  that 
it  may  run  down  as  a  very  fine  tube  as  far  as  the  prostate,  opening 
into  the  posterior  part  of  this.  This  jxnnt  could  be  elucidated  by 
microscopic  examination.  I  may  also  suggest  that  there  may  have 
been  rudimentary  vesiculse  seminalea  in  this  situation,  but  at  the 
same  time  I  am  bound  to  say  that  I  dissected  the  specimen  with 
great  care,  and  could  not  find  any  trace  of  them. 

The  spermatic  vessels  are  blended  together  into  a  cord  resem- 
bling the  round  ligament,  and  are  entering  the  testis  after  giving 
off  small  branches  to  the  epididymis  and  surrounding  parts. 

The  family  history  in  this  interesting  case  is  noteworthy.  In 
some  instances  I  have  only  the  mothers'  statements  of  the  facts, 
and  therefore  do  not  attach  much  importance  to  them  ;  in  other 
cases  I  have  had  the  opportunity  of  examining  the  subjects  them- 
selves. The  mother,  E.  S — ,  aged  42,  has  been  married  twenty- 
two  years,  and  had  fourteen  children  and  eight  miscarriages. 
Seven  of  these  children  are  dead  from  various  causes,  and  in  none 
of  them  was  there  any  question,  so  far  as  external  configuration 
goes,  of  any  sexual  malformation.  Of  the  living  children  the  two 
eldest  are  said  to  be  all  right,  one  a  male  and  the  second  a  female, 
nine  mouths  pregnant  when  I  heard  of  her.  She  has,  however,  a 
bifid  nipple.  The  third  is  a  girl  aged  16.  She  has  menstruated 
regularly  for  the  last  year,  and  is  normally  formed.  Her  mother 
says  that  during  the  menstrual  period  she  bleeds  from  the  nose. 
The  fourth  child  is  a  boy,  a  cripple,  and  I  am  indebted  to  Dr. 
Pearson  for  examining  him  for  me,  he  being  under  that  gentle- 
man's care  at  the  Cripples'  Home  at  Kensington.  The  external 
genitals  are  normal. 

The  fifth  and  sixth  children  are  boys  aged  12  and  6  years ; 
they  are  both  well  formed  and  strong  for  their  age.  The  sexual 
condition  of  each  is  the  same.  There  is  a  well-formed  penis  and 
scrotum  but   no  testes,  nor   could   I   detect   any   fulness   in    the 


DESCRIPTION  OF  PLATE  XV. 

To  illustrate  Mr.  Stouhain's  paper  on  Complex  or  Vertical  Her- 
maphroditism.   (Page  219.) 

From  a  drawing  by  Mr.  H.  Collins. 

a.  Testis. 

b.  Uterus. 

c.  Hernial  sues. 

d.  Margin  of  incision  with  the  marks  of  the  sutures. 

e.  Ramus  of  pubes  in  horizontal  section. 
/.  Ureter. 
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inguinal  canals,  nor  did  pressure  elicit  tenderness.  So  far  the  con- 
dition is  exactly  like  that  of  the  child  from  whom  the  specimen  was 
taken.     I  did  not  make  a  rectal  examination  as  it  was  objected  to. 

Dr.  Biggs,  of  Crouch  End,  is  kindly  keeping  his  eye  on  these 
boys,  so  that  in  the  future  we  may  hear  more  of  them,  especially 
should  menstruation  occur  through  the  penis.  The  youngest  child 
is  a  normally-formed  female  four  months  old. 

Of  the  father's  relations  nothing  is  known.  One  of  the  mother's 
sisters'  children  has  the  following  history,  but  I  may  again  say  that 
I  have  this  only  on  the  mother's  statement,  corroborated  by  the 
sisters.  With  regard  to  the  patient  herself  I  may  say  that  at  the 
Infirmary  at  which  she  attended  for  some  minor  ailment  they 
remember  nothing  particular  about  her.  I  hope  to  have  an 
opportunity  soon  of  seeing  her  myself.  This  woman,  now  married, 
and  having  had  one  child,  "  which  was  taken  from  her  side,"  had 
always  been  looked  upon  by  her  relations  as  an  "  hermaphrodite." 
She  is  said  to  resemble  a  man  in  appearance.  On  one  side  of  her 
external  genitals  there  is  "  a  sort  of  lump  "  (to  use  their  own 
expression) ,  but  on  the  other  side  she  is  like  a  woman.  May  not  this 
refer  to  a  prolapsed  ovary  ?  This  woman  is  said  to  have  passed  part 
of  her  urine  through  her  umbilicus. 

Another  niece  was  born  with  united  labia?,  but  these  were 
separated,  and  she  is  now  all  right. 

On  looking  through  the  literature  on  the  subject  of  herma- 
phroditism, and  consulting  the  various  journals,  I  have  been  able 
to  find  some  very  interesting  cases  of  this  variety  of  so-called 
complex  or  vertical  hermaphroditism  occurring  in  man ;  although 
it  is  certainly,  as  far  as  recorded  cases  go,  more  common  in  the 
lower  animals,  especially  in  goats  and  dogs. 

I  shall  only  refer  here  to  those  cases  met  with  in  man. 

Sir  James  Simpson,  in  his  classical  monograph  on  this  subject, 
divides  all  cases  of  complex  hermaphroditism  into  three  classes : 

(i)  Those  in  which  the  general  type  is  female,  with  a  uterus 
and  vesicula  seminalis. 

(ii)  Those  of  general  male  type  with  a  uterus,  and  sometimes 
Fallopian  tubes. 

(iii)  All  cases  in  which  ovaries  and  testes  are  found  on  the  same 
body.  My  specimen  belongs  to  the  second  class,  and  it  is  to  others 
of  this  class  that  I  desire  to  draw  your  attention. 

Speaking  of  this  form  Sir  James  Simpson  says :     "  The  uterus 
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occupies  its  normal  position  between  the  bladder  and  the  rectum. 
It  is  sometimes  defectively  developed  and  of  a  membranous 
structure,  and  occasionally  it  is  not  provided  with  Fallopian  tubes, 
or,  in  the  quadruped,  with  cornua.  The  cavity  of  the  uterus  com- 
municates with  a  vagina  that  either  opens  into  its  usual  situation 
externally,  or,  as  happens  more  frecpiently,  joins  the  male  urethra. 
In  some  cases  the  vagina  is  wanting,  and  the  uterus  opens  directly 
into  the  canal  of  the  urethra." 

The  same  author  also  gives  many  instances  of  this  monstrosity 
in  animals  and  man  thus  : 

Columbus  found  a  condition  like  the  one  I  show  to  night,  but  in 
his  case  there  was  no  prostate  ;  the  vasa  deferentia  opened  into  the 
urethra,  and  there  was  hypospadias.  Harvey  found  in  an  embryo 
a  double  uterus  with  two  testes,  and  a  rudimentary  penis  and 
prostate. 

M.  Petit  records  a  case  in  a  man  aged  22,  which  is  precisely 
similar  to  mine,  with  the  exception  that  this  man  possessed 
vesiculse  seminales  to  which  the  vasa  deferentia  were  attached ;  but, 
as  I  previously  said,  I  think  this  may  prove  to  be  the  case  with 
my  specimen  if  it  is  submitted  to  microscopic  examination.  The 
drawing  which  I  have  shown  you  is  taken  from  Forster's  Atlas,  and 
shows  an  example  of  this  condition. 

Ackermann  mentions  the  case  of  an  infant  in  whom  two  testes 
were  found,  one  descended  but  the  other  in  the  groin.  There  was 
an  imperfectly  developed  uterus  and  vagina,  the  latter  joining  the 
urethra.  The  vasa  deferentia  penetrated  the  uterine  wall  at  its 
upper  angle  in  the  situation  of  the  Fallopian  tubes.  They  did  not, 
however,  open  here  but  passed  down  in  the  substance  of  the  wall, 
and  then  opened  by  small  orifices  into  the  urethra  beyond  the 
point  at  which  the  vagina  joined  it.  In  my  case  the  vasa  deferentia 
also  pass  into  the  wall  and  become  lost,  but  whether  or  not  they  open 
directly  or  run  down  lower  microscopic  examination  can  determine. 

Steghlener  met  with  a  somewhat  similar  case  in  an  infant.  The 
uterus  was  distended  with  fluid ;  it  terminated  in  a  vagina  joining 
the  urethra  after  being  dilated  into  what  appeared  to  be  prostate. 
At  the  middle  of  the  fundus  uteri  the  vasa  deferentia  (in  this  case 
impervious)  were  attached.  The  testes  were  in  the  iliac  fossa. 
The  canal  of  the  urethra  was  partly  obliterated,  and  hence  the 
distension  of  the  bladder ;  the  left  kidney  was  cystic. 

Mayer  has  collected  five  cases,  all  of  which  he  dissected  himself, 
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and  in  two  of  these  there  was  only  one  testis.  In  the  case  of 
a  foetus  with  extroversion  of  the  bladder,  Mayer  found  a  two- 
horned  uterus  and  vagina  opening  into  the  bladder.  The  left  vas 
deferens  ran  to  the  vagina,  but  the  right  one  formed  the  right  cornu 
of  the  uterus.  The  vesiculae  seminales  were  rudimentary,  and  the 
glans  penis  imperforate.  In  another  foetus  Mayer  found  the  usual 
male  organs,  but  in  addition  a  two-horned  uterus  and  vagina 
terminating  in  the  urethra. 

In  another  case  the  testes  were  found  in  the  inguinal  canal. 
There  was  a  uterus,  vagina,  and  Fallopian  tubes,  which  passed  with 
the  testes  into  the  canal.  The  vasa  deferentia  and  vesiculaa 
seminales  opened  into  the  vagina.  In  the  two  cases  in  which  Mayer 
only  found  one  testis  both  were  adults.  In  one  thei'e  was  hypo- 
spadias with  a  perineal  fissure  communicating  with  the  urethra  in 
front  and  the  vagina  behind.  The  vagina  was  nearly  three  inches  in 
length,  and  had  a  uterus  at  the  upper  end.  A  well-formed  prostate 
was  present,  and  close  to  the  right  inguinal  ring  a  testis ;  there 
was  no  testis  on  the  left  side.  On  each  side  there  was  a  vesicula 
seminalis  opening  into  the  vagina.  On  both  sides  a  canal  was  found, 
but  whether  this  was  Fallopian  tube  or  vas  deferens  could  not  be 
determined  owing  to  previous  mutilation  of  the  parts. 

In  Mayer's  other  case  the  testis  was  on  the  left  side.  It  had  an 
epididymis  and  vas  deferens.  There  was  a  prostate  and  two 
vesicula?  seminales.  The  ejaculatory  ducts  opened  into  a  vagina 
which  was  pi'esent  with  a  uterus,  the  former  passing  through  the 
prostate  and  joining  the  urethra.  The  penis  was  fissured  along 
the  corpus  spongiosum,  the  meatus  opening  at  its  root. 

Professor  Langer  has  recorded  a  case  ('  Brit,  and  For.  Med.-Chir. 
Eev.,'  vol.  i,  1856,  p.  270)  of  a  man,  aged  63,  who  had  been  married 
thirty  years  but  was  childless.  On  dissection,  a  bi-corned  uterus 
masculinus  was  found  ending  in  two  Fallopian  tubes,  one  at  each 
cornu.  The  testis  and  epididymis  on  each  side  was  embraced  by 
the  ala  vespertilionis.  On  the  left  side  the  uterus  was  drawn  over 
by  a  scrotal  hernia.  The  uterus  ended  in  the  prostate.  Vesiculae 
seminales  were  absent. 

With  regard  to  the  occurrence  of  more  than  one  hermaphrodite 
in  the  same  family,  assuming  that  the  two  boys  to  whom  I  have 
referred  may  present  a  similar  condition  to  the  one  I  shoAV,  I  have 
found  an  interesting  case  recorded  by  Sir  Everard  Home  in  his 
work  on  'Comparative  Anatomy,'  vol.  iii,  p.  321.     A  Devonshire 
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woman  had  had  three  children,  of  whom  the  second  one  was  a 
normally  formed  girl ;  but  the  other  two  were  considered  to  be  herma- 
phrodites. Both  of  them  were  idiotic,  stunted  in  growth,  and 
unusually  fat,  and  both  presented  the  same  sexual  peculiarity. 
The  mons  veneris  was  loaded  with  fat,  there  was  no  penis  but  a 
prepuce  in  one  case  one  sixth  of  a  inch  loug,  and  in  the  other  one 
inch  long  ;  under  this  prepuce  was  the  meatus.  There  was  no 
vagiua.  There  was  an  imperfect  smooth  scrotum,  and  an  indented 
Line  in  the  situation  of  the  raphe.  The  scrotum  contained  two 
small  testes.  One  of  these  children  had  also  a  supernumerary 
finger  on  each  hand  and  a  supernumerary  toe  on  each  foot. 

In  conclusiou,  I  am  anxious  to  direct  your  attention  to  the 
occurrence  of  hernia  in  this  case.  I  do  not  think  that  this  is  an 
accidental  condition,  but  am  inclined  to  view  it  as  the  natural  out- 
come of  the  tendency  the  testes  manifest  to  descend  into  the  tunica 
vaginalis. 

Had  this  child  lived  I  think  it  quite  probable  that  at  the  time  of 
puberty  menstruation  might  have  occurred  through  the  penis, 
although  I  do  not  feel  by  any  means  sure  on  this  point  since  there 
are  no  ovaries.  The  secondary  sexual  characters  would  have  been 
unquestionably  male. 

I  desire  to  thank  my  friend  Mr.  Donald  Gunn  for  the  excellent 
drawings  which  he  has  kindly  made  for  me,  and  also  Dr.  Wallis,  of 
East  Grinstead,  for  making  the  microscopical  sections  of  the  testis 
and  epididymis.  February  21st,  1888. 


VI.   DISEASES   AND   INJURIES  OF   THE   OSSEOUS 
SYSTEM. 

1.  Deformity  of  sternal  ends  of  both  clavicles. 
By  Walter  Gr.  Spencer,  M.S. 

Annie  L — ,  aged  2  years,  Chadwick  Ward,  Westminster  Hospi- 
tal, under  the  care  of  Mr.  Macnainara.  She  has  well-marked 
evidences  of  past  rickets,  besides  the  deformity  of  the  clavicles. 

The  mother  states  that  the  wrists  and  ankles  became  deformed 
when  the  child  was  about  eight  months  old.  About  the  same  time 
the  clavicles  began  to  be  deformed,  the  deformity  gradually 
becoming  more  marked.  Within  the  last  six  months  the  child  has 
had  whooping-cough.  It  was  quite  healthy  at  birth.  Its  diet  has 
always  been  good.  None  of  the  other  children  has  had  rickets. 
There  is  no  trace  of  syphilis. 

The  drawing  (exhibited)  gives  the  appearance  of  the  clavicles  as 
seen  from  the  front.  At  the  inner  end  of  the  prominence  a  firm 
mass  is  to  be  felt  between  the  clavicle  and  the  first  rib,  attaching 
it  thereto  and  to  the  sternum. 

The  child  was  seen  by  members  attending  the  Society's  meeting. 
Opinions  differed  as  to  the  conditions  really  present.  Broadly, 
these  are  divisible  into  two  : — (1)  That  the  deformity  has  been  the 
result  of  an  enlargement  of  the  sternal  end  of  the  clavicle,  or  of 
a  firm  mass  pushing  the  clavicle  forwards ;  (2)  that  it  was  a  sharp 
rectangular  bend,  close  to  the  inner  end  of  the  clavicle,  due  pro- 
bably to  the  contraction  of  the  sterno-mastoid  muscle,  and  of  the 
nature  of  a  green-stick  fracture.  To  the  latter  view  it  may  be  objected 
that  the  deformity  is  exactly  symmetrical,  and  no  callus  can  be  felt, 
whereas  greenstick  fractures  are  generally  unilateral,  and  a  good 
deal  of  callus  is  thrown  out. 

The  clavicle  generally  bends  about  its  centre,  and  this  seems 
much  more  likely  than  a  bend  within  half  an  inch  of  the  end  of 
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the  bone.  However,  Dr.  Penrose  has  shown  some  greenstick 
fractures  at  the  angles  of  the  ribs,  in  which  scarcely  any  external 
callus  has  been  formed.  If  contraction  of  the  sterno-mastoids  can 
have  caused  a  sharp  bending  of  the  bones  it  cannot  have  been  done 
during  the  recent  whooping-cough.  The  child  may  have  had 
some  bronchitis  when  the  rickets  came  on  which  the  mother  has 
forgotten.  But  then  bending  of  the  clavicles  does  not  ordinarily 
follow  even  severe  bronchitis  in  rickets. 

The  exact  symmetry  and  the  sharp  prominence  would  appear  to 
point  to  the  sternal  end  of  the  clavicle  having  been  pushed  forwards 
by  some  rickety  changes  either  in  the  head  of  the  clavicle  or  in  the 
cartilage  of  the  first  rib  or  in  the  sterno-clavicular  interarticular 
cartilage,  and  comparable  to  the  process  which  forms  "  beads"  on 
the  ribs.  I  need  hardly  say  that  the  epiphysis  does  not  appear 
until  the  twentieth  year,  and  is  then  only  insignificant. 

I  have  to  thank  Mr.  P.  M.  Yearsley,  of  the  Westminster  Hospital, 
for  the  drawings.  February  7th,  1888. 


2.  Isolated  fracture  of  base  of  skull. 
By  J.  H.  Targett,  M.S. 
[With  Plate  XVI,  fig.  1.] 

This  specimen  was  taken  from  a  lad,  aged  18,  who  on  March  11th, 
1888,  was  boxing  with  another  boy,  when  the  latter  slipped  and 
fell,  striking  the  patient  on  the  left  mastoid  region  with  his  head. 
After  the  blow  he  was  very  giddy,  and  had  to  be  supported  into 
the  house.  He  vomited  several  times,  and  it  is  said  that  a  little 
blood  and  watery  discharge  flowed  from  the  left  ear.  The  following 
day  he  had  a  slight  headache,  which  grew  worse,  and  towards  night 
he  lost  consciousness,  ultimately  becoming  violently  delirious.  The 
delirium  subsided  on  March  13th,  but  he  was  still  unconscious 
when  brought  to  the  hospital  on  that  day.  He  has  suffered  from 
chronic  otorrhcea  on  the  left  side  for  some  years. 

On  admission. — A  thin  ill-nourished  lad ;  temperature  101°, 
pulse  68,  regular,  moderately  strong.  Slight  tenderness  over  left 
mastoid   region.       No    otonlioea,    perforation    of   left   membrana 
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DESCRIPTION  OP  PLATE  XVI. 

Pig.  1  illustrates  Mr.  Targett's  specimen  of  Isolated  Fracture  of 
Base  of  Skull.     (Page  228.) 

Fig.  2  illustrates  Dr.  Jacob's  specimen  of  Myxoma  of  the  Skull. 
(Page  249.) 

From  a  photograph. 
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tympani.  Pupils  equal  and  active  ;  conjugate  deviation  to  left ; 
discs  healthy.  Lies  in  an  unconscious  state.  There  is  some  weak- 
ness of  face  and  arm  on  right  side.  Urine  passed  involuntarily. 
Heart  and  lungs  normal. 

March  15th. — Distinct  right  facial  paralysis ;  and  loss  of  power 
is  marked,  though  not  complete,  in  right  arm.     Temp.  102,8°. 

17th. — To-day  the  j>atient  shows  signs  of  returning  consciousness, 
and  his  eyes  follow  the  movements  of  those  around  him.  Temp. 
103°,  pulse  114,  respirations  58.     Pupils  equal. 

18th. — The  semi-conscious  state  continued,  the  pulse  became 
more  rapid  and  fluttering,  and  he  died  early  this  morning,  just  a 
week  after  the  accident.     There  were  never  any  convulsions. 

Autopsy. — There  was  general  suppurative  meningitis,  and  the 
brain  was  considerably  softened,  especially  around  the  lateral 
ventricles ;  but  there  was  no  obvious  reason  for  the  hemiplegic 
symptoms.  After  removal  of  the  dura  mater  a  fissure-fracture 
was  discovered  running  across  the  left  petrous  bone  obliquely  for- 
wards and  inwards  (Plate  XVI,  fig.  1).  It  was  entirely  isolated, 
extending  from  the  groove  for  the  lateral  sinus  to  a  point  just  behind 
the  foramen  spinosum,  and  crossing  the  petrous  bone  slightly  ex- 
ternal to  the  internal  auditory  meatus.  The  posterior  wall  of 
tympanum  was  remarkably  thin  and  fenestrated,  doubtless  resulting 
from  the  old  ear  disease,  while  its  cavity  was  partly  filled  with  clot 
which  extended  from  the  neighbouring  sinus.  This  clot  must  have 
resulted  from  a  slight  laceration  of  the  lateral  sinus  produced  by 
the  fracture,  for  there  was  no  general  thrombosis  of  the  sinuses, 
nor  suppuration  in  the  vicinity  of  the  fracture.  The  whole  of  the 
lower  lobe  of  left  lung  was  completely  collapsed  and  airless.  Other 
viscera  normal. 

Remarks. — The  chief  points  of  interest  in  this  specimen  are  the 
direction  and  limitation  of  the  fracture,  as  they  tend  to  supj^ort  von 
Wahl's  theory  of  the  production  of  fractures  of  the  base  of  the 
skull  (<  Centralblatt  f.  Chirurg.,'  December,  1887).  Mr.  Arthur 
Hare  has  recorded  ('  Lancet,'  February,  1888)  a  somewhat  similar 
case,  and  he  points  out  that  these  isolated  fractures  of  the  base  are 
of  great  importance  in  that  they  may  be  regarded  as  the  first  steps 
in  the  building  up  of  the  more  ordinary  types  of  fracture  "where 
the  complexity  of  the  lesion  is  apt  to  mask  the  manner  of  its  pro- 
duction." He  is  also  of  opinion  that  they  are  much  more  frequent 
than  is  generally  supposed.  May  15th,  1888. 


2oU  OSSEOUS    SYSTEM. 


3.   Compound  comminuted  fracture  of  the  lower  jaw,  with  rup- 
ture of  the  inferior  dental  nerve. 

By  Walter  Gr.  Spencer,  M.S. 

An  Irishwoman,  aged  50,  was  admitted  into  the  "Westminster 
Hospital,  August  1st,  1887.  She  had  met  with  a  fracture 
between  the  first  and  second  molar  teeth  on  the  left  side,  from 
direct  violence.  There  was  a  good  deal  of  swelling  of  the  cheek  ; 
the  fragments  were  in  good  position.  She  complained  very  much 
of  pain,  which  became  limited  after  a  time  to  the  distribution  of 
the  inferior  dental  nerve.  As  the  pain  diminished  there  was 
found  to  be  anaesthesia  over  the  dental  part  of  the  inferior  dental 
nerve.  After  six  weeks  she  became  an  out-patient,  still  complaining- 
much  of  pain.  The  second  molar  tooth  was  loose  in  the  line  of 
fracture,  but  she  would  not  have  it  extracted  for  some  time. 
Before  this  tooth  was  extracted  the  large  piece  of  bone  exhibited 
came  away,  viz.  on  October  10th.  On  October  17th  the  second 
piece  came  away. 

On  October  31st  she  had  anaesthesia  over  an  area  bounded  by  a 
line  drawn  vertically  from  the  angle  of  the  mouth,  and  extending 
to  the  middle  line.  This  included  the  outer  surface  of  the  lip  as 
far  as  the  lower  border  of  the  jaw,  the  inner  surface  of  the  lip, 
and  the  outer  surface  of  the  gum,  the  incisor,  canine  and  bicuspid 
teeth.  Union  appears  to  be  progressing,  but  another  piece  of  bone 
threatens  to  come  aAvay.     Pain  has  almost  ceased. 

The  larger  piece  of  bone  exhibited  is  part  of  a  vertical  section,  a 
quarter  of  an  inch  thick,  showing  the  outer  and  inner  surface,  and 
the  canal  for  the  inferior  dental  nerve.  The  smaller  piece,  also  a 
portion  of  a  vertical  section,  is  pierced  likewise  by  the  canal. 

The  inferior  dental  nerve  was  apparently  torn  at  the  time  of 
injury,  and  the  presence  of  a  tooth  assisted  in  causing  separation 
of  the  comminuted  portions. 

Remarks.— The  inferior  dental  nerve  is  only  exceptionally  injured. 
A  large  number  of  the  fractures  are  in  front  of  the  mental  foramen. 
When  the  fracture  is  between  the  inferior  dental  foramen  and 
the  mental  foramen,  the  nerve  is  said  to  generally  escape  because 
the  displacement  is  not  sufficient.     In  this  case  there  was  no  dis- 
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placement  when  the  patient  was  seen  first,  whatever  there  mio-ht 
have  been  at  the  time  of  injury.  There  was  no  bleeding  from  the 
inferior  dental  artery.  The  comminuted  fragments  have  been 
broken  off  vertically  in  the  same  line  as  the  principal  fracture.  To 
the  patient  the  chief  matter  was  the  excessive  amount  of  pain 
which  the  irritation  of  the  proximal  end  of  the  nerve  caused. 
There  were  no  changes  in  the  skin  of  the  cheek  beyond  the 
bruising.  November  loth,  1887. 


4.   Displacement  of  the  head  of  the  femur,  through  a  fracture  of 
the  acetabulum,  into  the  pelvis. 

By  Timothy  Holmes. 

The  following  case,  and  the  preparation  accompanying  it,  will,  I 
think,  be  found  of  considerable  surgical  interest  in  connection 
with  the  case  reported  long  since  by  Mr.  Moore,  of  the  Middlesex 
Hospital,  in  vol.  xxxiv  of  the  '  Medico-Chirurgical  Transactions.' 
For  the  notes,  and  for  the  accurate  description  and  delineation 
of  the  preparation,  I  am  indebted  to  Mr.  C.  Stewart  Pollock,  one  of 
our  students. 

T.  S —  was  admitted  to  the  surgery  of  St.  George's  Hospital  at 
nine  o'clock  on  the  evening  of  November  29th,  1887,  having  fallen 
from  a  loft  sixteen  feet  on  to  his  left  side.  He  was  suffering  from  frac- 
ture of  the  lower  end  of  the  left  humerus,  and  complained  of  great 
pain  in  the  left  side  of  the  pelvis.  The  patient,  who  never  rallied, 
died  of  collapse  at  5.40  a.m.  on  the  morning  of  November  30th. 

Diagnosis  on  admission. — The  greatly  collapsed  condition  of  the 
patient  prevented  any  rigorous  examination  being  made. 

1.  Elbow  :  Crepitus  was  obtained  on  flexion  and  extension  of  the 
forearm,  but  none  on  supination  and  pronation ;  movement  was 
free.  On  the  inner  side  of  elbow  was  a  loose  fragment  giving 
crepitus  ;  on  the  outer  side,  at  a  higher  level,  was  a  prominence 
which  was  taken  to  be  the  external  condyle ;  it  was  immovable. 
There  was  no  movement  obtained  on  grasping  the  prominence  and 
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the  shaft  of  the  humerus.  The  distance  from  the  prominence  to  the 
olecranon  was  shorter  by  a  quarter  of  an  inch  than  the  distance  from 
the  internal  condyle  to  the  olecranon.  The  flexor  surface  of  the 
elbow- joint  was  normal  The  arm  was  put  up  on  an  internal 
angular  splint  in  the  best  position. 

2.  Left  lower  extremity  :  The  leg  and  the  foot  were  not  everted ; 
the  thigh  was  easily  flexed  on  the  pelvis,  marked  crepitus  being 
obtained  while  doing  so.  The  measurement  from  the  anterior 
superior  spine  of  the  ilium  to  the  internal  malleolus  was  shorter  by 
one  inch  than  the  same  measurement  on  the  right  limb.  The  great 
trochanter  was  deeply  sunk  and  impinged  upon,  but  was  not 
markedly  above,  Nelaton's  line.  Voluntary  movement  of  the  limb 
was  absent,  but  there  was  free  passive  movement.  No  further 
attempt  at  diagnosis  was  made  owing  to  the  great  collapse. 

Diagnosis. — Intracapsular  fracture  of  neck  of  femur. 

Post-mortem  examination. — L.  humerus  :  There  was  a  great  deal 
of  extravasation  round  the  elbow-joint,  and  at  the  back,  where 
there  was  a  contused  wound.  The  lower  end  of  the  bone  was 
fractured  in  two  places,  the  inner  condyle  and  ulnar  articular  sur- 
face constituting  one  fragment,  the  capitellum  and  outer  condyle 
constituting  the  second  fragment.  The  inner  fragment :  The  line 
of  fracture  extended  from  one  third  of  an  inch  above  the  condyle, 
and  passed  at  first  obliquely  upwards  and  outwards  to  the  centre 
of  the  anterior  surface  of  the  shaft,  one  inch  above  the  coronoid 
depression,  then  passed  vertically  downwards  to  the  interval 
between  the  ulnar  and  radial  trochlear  surfaces,  where  a  clean 
vertical  fracture  separated  this  fragment  from  the  capitellum, 
the  fractured  surfaces  looking,  the  upper,  forwards  and  down- 
wards, the  lower,  upwards  and  backwards.  The  outer  fragment : 
The  line  of  fracture  extended  from  one  third  of  an  inch  above  the 
external  condyle  nearly  horizontally  inwards  to  join  the  descending 
line  of  fracture  of  the  internal  condyle.  The  anterior  ligament  of 
the  joint  was  torn,  the  upper  fragment  being  driven  between  the 
two  lower  fragments  so  that  the  internal  border  of  the  shaft  of  the 
humerus  looked  forwards. 

The  left  os  innominatum :  There  was  very  extensive  extra- 
peritoneal extravasation,  extending  on  the  left  side  as  high  as  the 
kidney  (the  organ  was  not  ruptured),  and  on  the  right  side  as  high 
as  the  true  brim  of  the  pelvis.  The  left  acetabulum  had  been 
fractured,  the  head  of  the  femur  presenting  in  the  pelvis   to  the 
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Woodcut  11. 
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Front  view. 


Woodcut  12. 


Back  view. 


2-34  OSSEOUS    SYSTEM. 

extent  in  size  of  half-a-crown.     The    ligarnentuin  teres  was  un- 
injured, and  the  capsular  ligament  whole. 
The  ilium  :  This  bone  is  fractured  in  three  places. 

1.  (Woodcuts  11  and  12,  a.)  The  line  of  fracture  extends  from 
half  an  inch  in  front  of  the  posterior  superior  spine,  at  first  down- 
wards and  forwards  for  one  inch,  then  forwards  for  an  inch  and  a 
half,  then  directly  inwards  to  about  a  quarter  of  an  inch  from  the 
linea  ilio-pectinia. 

2.  (Not  shown  in  the  Woodcut.)  The  anterior  inferior  spine 
was  torn  away  obliquely  at  its  upper  part,  but  directly  at  its  lower 
and  inner  part. 

3.  (Woodcut  12,  b.)  That  part  of  the  ilium  which  helps  in  the 
formation  of  the  acetabulum  was  fractured  from  the  rest  of  the 
bone,  and  forced  upwards. 

The  ischium  is  fractured  in  four  places. 

1.  (Woodcuts  11  aud  12,  c.)  The  back  part  of  the  body  is  torn 
away,  including  the  spine.  The  lines  of  fracture  extend  (a)  from 
the  anterior  and  upper  part  of  the  great  sacro-sciatic  notch,  at  first 
forwards,  separating  it  from  the  lower  and  forward  part  of  the 
venter  of  the  ilium,  (/3)  downwards,  and  then  obliquely  backwards, 
separating  it  from  the  anterior  part  of  the  body. 

2.  (Woodcut  12,  d.)  The  front  part  of  the  body  is  separated 
behind  from  the  postei'ior  part  of  the  body  by  the  line  of  fracture 
(/3).  Above  it  is  separated  from  the  body  of  the  pubes  by  an 
irregular  line  of  fracture  (y)  ;  at  its  upper  part  is  the  fragment. 

3.  (Woodcut  12,  e.)  A  small  quadrilateral  piece  of  bone,  forming 
the  groove  for  the  obturator  vessels  and  nerve. 

4.  (Woodcut  12,  o.)  This  fragment  consists  of  the  ascending 
ramus  of  the  ischium  and  part  of  the  descending  ramus  of  the 
pubes,  the  line  of  fracture  extending  across  the  outer  part  of  the 
ramus  of  the  ischium,  in  front  of  the  tuberosity. 

The  pubes  is  broken  into  three  fragments. 

1.  (Woodcuts  11  and  12,  h.)  Consists  of  the  horizontal  ramus, 
the  back  part  of  the  ilio-pectineal  eminence,  a  small  portion  of  the 
ilium,  that  part  behind  the  anterior  inferior  spine  (S),  the  crest, 
angle,  spine,  and  commencing  portion  of  the  descending  ramus. 
The  outer  end  of  this  piece  (8)  presents  a  sharp  spinous  projection, 
where  it  has  been  torn  away  from  the  ilium. 

2.  (Not  shown  in  the  Woodcut.)  Consists  of  the  ilio-pectineal 
eminence,  and  that  part  of  the  pubes  which  forms  one  fifth  of  the 
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acetabulum.  The  edges  of  this  fracture  are  very  ragged  and 
serrated  where  it  is  torn  away  from  the  horizontal  ramus,  but  it 
appears  to  be  a  clean  fracture  where  it  is  separated  from  the  anterior 
inferior  spine  of  the  ilium. 

3.  (Woodcut  12,  g.)  This  fragment,  noted  before,  consists  of 
the  descending  ramus  of  the  pubes  and  the  ascending  ramus  of 
the  ischium. 

The  sacro-iliac  synchondrosis  is  not  injured. 

As  illustrating  the  same  surgical  injury  I  also  produce  a  pre- 
paration from  St.  George's  Hospital  Museum,  which  I  found,  when 
Curator  of  the  Museum,  in  the  body  of  an  old  man  who  had  died 
after  what  was  supposed  to  be  a  fracture  of  the  cervix  femoris. 
The  femur  is  uninjured,  but  the  acetabulum  is  traversed  by  several 
lines  of  fracture  running  through  the  pelvic  bones,  and  the  head 
of  the  femur  would  have  been  forced  into  the  pelvis  but  for  the 
persistence  of  a  bridge  of  bone  crossing  the  gap  in  the  acetabulum. 

The  chief  point  in  practical  surgery  connected  with  this  injury 
is  the  possibility  of  diagnosing  it  from  a  fracture  of  the  neck  of 
the  femur.  I  did  not  see  the  subject  of  the  present  paper  during 
life,  and  his  collapsed  condition  would  have  rendered  any  detailed 
examination  unjustifiable,  but  I  conceive  that  the  sunken  condition 
of  the  trochanter  might  put  the  surgeon  on  the  right  track, 
together  with  the  extensive  crepitation  which  must  accompany  so 
great  a  fracture  of  the  pelvis.  This  position  of  the  trochanter  is 
also  found  in  the  inward  dislocation  of  the  hip,  but  then  the  sym- 
ptoms are  quite  unlike  those  of  the  injury  we  are  considering. 

Another  interesting  point  to  surgeons  would  be  the  possibility 
of  reducing  the  head  of  the  bone  to  its  natural  place,  but  I  hardly 
think  this  Society  is  the  place  to  discuss  that  subject. 

December  20th,  1887. 
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5.  A  rare  form  of  fracture  of  the  lower  end  of  the  femur. 
By  William  C.  Bull,  M.B. 

In  fractures  of  the  lower  end  of  the  femur  a  considerable  number 
involve  the  condyles  and  extend  into  the  joint.  Of  these  by 
far  the  most  common  are  those  usually  called  intercondyloid.  A 
diagnosis  is  generally  easy.  In  one  case  recorded,  the  femoral 
condyles  were  fractured  transversely  in  front  and  behind,  so  as  to 
form  three  portions, — a  middle  one  continuous  with  the  diaphysis, 
and  two  large  splinters,  one  in  front,  and  one  behind,  the 
centi'al  part. 

The  present  specimen  has  just  been  added  to  the  museum  of  St. 
George's  Hospital,  and  presents  some  peculiarities. 

The  specimen  was  removed  by  amputation  from  a  cabman,  aged 
56.  He  was  admitted  with  a  fracture  of  the  femur  and  kaeuiar- 
throsis.  Suppuration  of  the  joint  ensued,  necessitating  amputation 
of  the  limb.  Crepitus  was  felt  near  the  joint,  but  the  nature  of 
the  fracture  could  not  be  made  out. 

It  will  be  seen,  both  in  the  specimen  and  the  accompanying 
drawing : 

(1)  That  the  anterior  portion  of  each  condyle,  together  with  the 
anterior  and  internal  part  of  the  lower  third  of  the  shaft,  has  been 
broken  off  and  lifted  away  from  the  remainder  of  the  bone. 

(2)  That  the  continuity  of  the  bone-fibres  passing  from  the 
posterior  part  of  the  shaft  of  the  femur  into  the  condyles  is  intact, 
so  that  there  is  no  complete  solution  of  the  continuity  of  the  bone. 

(3)  That  there  is  a  line  fissure  between  the  condyles,  not  suffi- 
cient to  allow  one  condyle  to  be  moved  on  the  other. 

The  fracture  has  united  with  slight  displacement  of  the  anterior 
fragment  upwards ;  the  union  is  fibrous  and  fairly  firm.  There  is 
some  destruction  of  the  articular  cartilage.  The  tibia  and  patella 
were  not  injured. 

No  history  could  be  obtained  of  the  nature  of  the  accident,  the 
man  being  found  underneath  his  cab.  From  the  specimen,  how- 
ever, it  is  probable  that  the  force  which  caused  the  fracture  was 
applied  to  the  joint  surface,  i.  e.  that  the  man  fell  with  his  knee 
flexed  and  struck  the  internal  condyle  against   the  ground.     A 
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similar  condition  to  this  is  seen  more  often  in  the  patella,  when  it 
is  fractured  on  its  joint  surface,  by  the  condyle  of  the  femur  being 
driven  against  it.  In  such  a  case  the  fracture  does  not  always 
extend  through  the  whole  thickness  of  the  bone. 

December  20th,  1887. 


6.  Simple  comminuted  fracture  of  the  head  of  the  tibia. 
By  D'Arcy  Power,  M.B. 

The  specimen  which  I  show  to-night  would  have  formed,  I  had 
hoped,  a  fitting  pendant  to  the  interesting  preparation  which 
Mr.  Bull  has  just  exhibited.  It  does  not  do  so,  I  find  upon  a  more 
careful  dissection  than  I  was  able  to  give  it  when  I  placed  a  notice 
of  it  in  the  hands  of  Dr.  Coupland,  for  I  then  believed  it  to  be 
an  example  of  a  simple  longitudinal  fracture  of  the  head  of 
the  tibia. 

The  fracture  is,  however,  a  sufficiently  rare  one  to  warrant  my 
trespassing  for  a  short  time  upon  your  patience.  It  is  an  impacted 
comminuted  fracture  of  the  upper  end  of  the  tibia,  with  a  longitu- 
dinal fracture  extending  upwards  through  the  internal  tuberosity 
into  the  knee-joint. 

The  patient  was  a  woman,  aged  76,  who  fell  down  twenty  stairs, 
and  was  picked  up  with  her  leg  doubled  under  her.  She  survived 
the  accident  for  a  fortnight.  I  found,  on  dissecting  the  tibia,  that 
she  had  sustained  a  comminuted  fracture  of  the  tibia  with  impac- 
tion. The  fibula  is  also  broken  to  pieces  just  below  its  neck.  The 
lower  fragment  or  shaft  of  the  tibia  has  been  driven  upwards  and 
forwards  into  the  head  of  the  bone,  whilst  a  longitudinal  fracture 
runs  across  the  articular  surface  of  the  internal  tuberosity.  The 
line  of  this  fracture  is  single  until  it  reaches  the  posterior  border 
of  the  tibia,  where  it  divides  into  two  branches,  one  of  which  runs 
directly  backwards,  whilst  the  other  runs  outwards.  A  small 
portion  of  the  articular  surface  of  the  external  tuberosity  is  split 
off  by  this  bifurcation. 

The  main  interest  of  the  specimen  lies,  I  think,  in  the  fact  that 
it  shows   very  clearly  the  way   in   which    a  longitudinal  fracture 
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occurs  in  these  cases.  In  the  example  before  you  there  can  be  no 
doubt  that  it  has  resulted  from  the  impaction  of  the  lower  into  the 
upper  fragment.  The  force  producing  the  fracture  appears  to 
have  been  applied  through  the  articular  surface  of  the  head  of  the 
tibia,  by  the  patient  falling  head  first  downstairs  and  striking  her 
bent  knee  in  the  descent. 

The  specimen  is  preserved  in  the  museum  of  St.  Bartholomew's 
Hospital,  Series  iii,  No.  990  (a).  December  20th,  1887. 


7.  Dupuytren's  fracture  of  the  fibula. 
By  J.  Hutchinson,  jun. 

Although  the  term  Dupuytren's  fracture  has  been  for  long  well 
recognised,  examples  of  it  are  so  uncommon  that  I  thought 
the  following  case  worthy  of  record,  the  specimen  being  a  typical 
example  of  this  variety  of  fracture. 

Michael  R — ,  aged  25,  was  admitted  into  the  London  Hospital 
under  the  care  of  Mr.  Waren  Tay  with  a  Dupuytren's  fracture  of 
the  left  leg,  due  to  the  following  accident.  He  was  engaged  in 
unloading  a  vessel  of  stones,  each  mass  of  stone  weighing  upwards 
of  two  tons.  He  was  packing  one  upon  the  other  when  one  fell 
over,  and  as  he  jumped  aside  to  avoid  it  his  left  foot  was  caught 
and  crushed  by  the  falling  weight.  On  admission,  there  was  a 
large  wound  extending  from  one  inch  above  the  ankle  over  the 
dorsum  of  the  foot  to  the  base  of  the  toes,  a  large  flap  of  skin 
being  reflected,  so  that  the  peroneus  brevis  was  fully  exposed,  and 
the  joint  between  the  os  calcis  and  cuboid  could  be  felt  to  be 
opened.  The  internal  malleolus  was  fractured  as  well  as  the  fibula 
in  the  lower  fourth.  The  foot  was  dislocated  outwards  and  upwards 
so  that  the  astragalus  lay  between  the  shafts  of  the  tibia  and  fibula. 
This  malposition  was  readily  corrected  before  he  was  taken  to  the 
ward. 

Primary  amputation  was  advised,  but  refused  by  the  patient. 
Both  anterior  and  posterior  tibial  arteries  appeared  to  be  uninjured. 

The  limb  was  kept  in  a  bath  of  a  solution  of  corrosive  sublimate, 
but  the  skin  sloughed  extensively,  and  the  temperature  rose  to  105° 
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owing  to  free  suppuration.  On  the  thirteenth  day  after  the 
accident  amputation  was  performed  about  the  middle  of  the  leg 
by  long  anterior  flap ;  suppuration  was  found  to  have  extended 
into  the  tissues  at  the  seat  of  amputation.  Owing  to  this  the  flaps 
healed  slowly,  and  there  was  a  sinus  remaining  at  the  time  of  his 
discharge,  four  months  after  admission.  By  the  great  increase  of 
width  of  the  ankle,  the  projection  of  the  tibia  and  the  ascent  of  the 
foot,  it  was  possible  in  this  case  to  diagnose  Dupuytren's  fracture, 
a  diagnosis  which  was  fully  confirmed  by  examination  after  the 
operation.  Tbe  specimen  exhibited  shows  that  the  internal  malleolus 
was  completely  detached  from  the  tibia  and  went  with  the  foot ;  the 
external  malleolus  was  also  broken  across  at  its  broadest  part,  but 
the  small  fragment  was  not  displaced.  Higher  up,  about  three 
inches  from  the  end,  the  bone  was  also  broken  somewhat  obliquely, 
and  the  lower  fragment  was  bent  right  away  from  the  tibia,  having 
dragged  away  with  it  a  narrow  border  of  bone,  the  attachment  of 
the  interosseous  and  inferior  tibio-fibular  ligaments.  The  inter- 
osseous membrane  was  torn  at  its  lower  fourth,  but  higher  up  was 
intact,  and  therefore  prevented  any  gap  occurring  between  the 
shafts  of  the  tibia  and  fibula.  Mr.  Henry  Morris,  writing  in 
'  Holmes's  System  '  (vol.  i,  p.  1092),  says  that  "  Dupuytren  thought 
the  upward  displacement  of  the  foot  was  due  to  separation  of  the 
fibula  from  the  tibia,  but  his  own  and  other  preparations  seem  to 
prove  that  the  upper  part  of  the  fibula  keeps  its  position  to  the 
tibia."  Whilst  fully  agreeing  with  this  view  I  am  not  aware  that 
Dupuytren  has  published  any  description  of  any  preparation  of  the 
fracture  which  is  known  by  his  name.  I  have  carefully  searched 
in  his  works  and  find  accounts  of  two  cases,  in  neither  of  which  was 
the  specimen  obtained,  uor  could  I  find  any  illustration  of  it  in  the 
Musce  Dupuytren  at  Paris.  However,  the  three  specimens,  Sir 
Astley  Cooper's,  in  St.  Thomas's  Hospital  Museum,  Mr.  Thomson's, 
figured  in  the  '  British  Medical  Journal '  for  1880,  vol.  i,  p.  919,  and 
my  own  which  is  brought  from  the  London  Hospital  Museum,  are 
identical  in  their  main  points.  In  each  the  fibula  has  been  broken 
within  three  inches  from  the  ankle,  and  whilst  the  lower  fragment 
has  been  displaced  outwards,  the  rest  of  the  shaft  has  retained  its 
normal  position.  Tbis  can  also  be  seen  in  the  life-size  drawing 
accompanying  M.  Dupuytren's  original  paper  ('  Annuaire  des 
Hopitaux,'  vol.  i,  1819).  It  is  interesting  to  note  that  in  two  out 
of  the  three  the  tibia  has  yielded  rather  than  the  extremely  strong 
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interosseous  ligament,  affording  an  example  of  what  is  met  with  in 
fractures  of  the  patella  and  some  other  bones,  that  when  a  violent 
strain  falls  upon  bone  and  ligament  together  the  former  breaks,  as 
a  rule,  rather  than  the  latter  yields.  Dupuytren  thought  that  the 
tibio-peroneal  ligaments  gave  way.  What  was  the  exact  condition 
in  Mr.  Thomson's  case  is  difficult  to  say,  since  the  specimen  was 
obtained  three  years  after  the  accident,  when  anchylosis  between 
the  tibia  and  astragalus,  as  well  as  between  the  fibula  and 
astragalus,  had  occurred.  The  history  is  briefly  as  follows : — A 
woman,  aged  65,  slipped  in  the  road  and  fell.  The  left  tibia  was 
dislocated  inwards,  and  projected  through  the  skin,  the  fibula  was 
broken  about  an  inch  above  the  malleolus,  and  the  foot  dislocated 
outwards  and  upwards.  The  dislocation  was  reduced,  but  severe 
sloughing  followed,  and  suppuration  extended  up  nearly  as  far  as 
the  knee-joint.  After  a  long  illness  the  patient  recovered  with  the 
original  deformity  persisting.  The  foot  was  everted  and  the  ankle 
immovable.  Finally,  as  the  foot  was  almost  useless,  Mr.  Thomson 
performed  Hey's  amputation. 

As  regards  the  rarity  of  the  occurrence  of  Dupuytren 's  fracture, 
we  have  that  surgeon's  authority  for  the  statement  that  he  found 
it  only  once  out  of  200  cases. 

During  three  years  of  my  term  as  surgical  registrar  at  the  London 
Hospital  there  were  350  cases  of  fracture  of  the  fibula,  including 
140  cases  of  Pott's  fracture.  In  this  time,  besides  the  case  I  now 
place  on  record,  there  was  one  other  which  was  perhaps  an  instance 
of  Dupuytren's  fracture,  so  that  the  proportion  would  agree  with 
that  given  by  M.  Dupuytren.  It  is,  however,  more  interesting  to 
note  that  as  compared  with  Pott's  fracture  it  occurs  in  the  pro- 
portion of  about  ]  to  100.  This  fact  bears  witness  to  the  immense 
strength  of  the  connection  between  the  tibia  and  fibula  at  their 
lower  ends. 

M.  Dupuytren's  original  case,  the  first  which  was  described 
with  care,  is  reported  in  the  '  Annuaire  Medico-Chirurgicale  des 
Hopitaux  '  of  1819.  The  patient  came  under  his  care  forty-three 
years  after  the  accident,  and  so  extraordinary  was  the  deformity 
that  M.  Dupuytren  caused  a  life-size  representation  of  the  limb  to 
be  made.  It  is  in  the  Atlas  attached  to  the  '  Annuaire,'  and  has 
been  copied  by  Mr.  Thomson  in  his  paper  in  the  '  British  Medical 
Journal.'  From  this  drawing  one  can  readily  see  that  the  fibula 
has   been   fractured   two   to   three  inches  above  the   end  of  the 
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malleolus,  and  that  the  lower  fragment  is  united  at  nearly  a  right 
angle  with  the  long  upper  one,  the  outline  of  which  is  indicated  as 
parallel  with  the  tibia.  The  foot  has  been  displaced  outwards  and 
upwards,  and  also  rotated  somewhat  outwards,  so  that  the  leg  was 
shorter  than  its  fellow,  and  at  the  level  of  the  ankle  much  broader 
about  twice  as  wide  as  the  normal,  so  far  as  one  may  judge  from 
the  drawing.  A  line  drawn  from  the  projecting  lower  end  of  the 
tibia  (the  malleolus  of  which  had  been  evidently  broken  off)  to 
the  summit  of  the  angle  formed  by  the  two  fibular  fragments,  indi- 
cated exactly  "  the  centre  of  movement  which  had  led  to  the  dis- 
placement of  the  foot,"  in  other  words  the  case  differed  from  an 
ordinary  Pott's  fracture  in  that  the  foot  had  gone  up  to  a  certain 
extent  on  the  outer  side  of  the  ankle  as  well  as  being  rotated 
outwards. 

No  movement  was  possible  at  the  ankle,  but  the  patient  was  able 
to  make  fair  use  of  the  limb. 

The  accident  was  as  follows  :-He  was  engaged  in  excavating, 
when  a  mass  of  earth  gave  way,  and  he  fell  a  distance  of  twelve 
feet  with  the  weight  upon  him.  Great  swelling  followed,  and  the 
hsematomata  having  been  opened,  suppurated  freely,  some  necrosis 
subsequently  occurring.  These  complications  interfered  with 
proper  treatment  of  the  fracture- dislocation,  and  no  doubt  explained 
the  great  subsequent  displacement  to  which  M.  Dupuytren  draws 
attention. 

The  same  surgeon  published  another  case  in  his  '  Lecons  Orales,' 
vol.  i,  1839,  p.  369,  which  was  by  subsequent  writers  confused  with 
the  one  already  quoted,  and  the  drawing  copied  bv  Mr.  Adams  in 
the  '  Cyclopaedia  of  Anatomy  and  Physiology,'  and  by  Mr.  Thomson 
in  the  'British  Medical  Journal,'  has  been  erroneously  supposed  to 
belong  to  the  following  case.  A  man,  aged  54,  when  coming  out 
of  a  public-house,  half  drunk,  fell  down  an  incline  with  his  right 
leg  everted  and  sustaining  the  whole  weight  of  the  body  He  was 
carried  to  the  Hotel  Dieu,  and  there,  besides  the  usual  signs  of 
Pott's  fracture,  it  was  noticed  that  the  leg  was  shortened,  and 
the  distance  between  the  two  malleoli  almost  doubled,  that  the 
astragalus,  lower  fragment  of  the  fibula,  and  with  them  the  rest  of 
the  foot,  had  ascended  upwards  of  two  inches  above  the  normal 
position.  At  first  efforts  at  reduction  failed,  but  after  copious 
blood-letting  they  were  successful,  and  the  limb  was  adjusted  on 
an  inside  splint,     On  the  next  day,  whilst  the  apparatus  was  being 
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re-applied,  sudden  muscular  spasm  reproduced  the  deformity,  but 
reduction  was  again  affected  after  flexing  the  knee  and  distracting 
the  patient's  attention  from  the  foot.  He  subsequently  made  a 
perfect  recovery. 

Dupuytren's  fractm-e  may  be  said  to  consist  in  a  Pott's  fracture 
with  separation  of  the  tibia  and  fibula,  and  the  method  of  its  pro- 
duction is  almost  identical.  By  forcible  eversion  of  tbe  foot  the 
outer  ridge  of  the  articular  surface  of  astragalus  is  driven  against 
the  angle  formed  by  the  external  malleolus  with  the  tibia,  whilst 
at  the  same  time  the  outward  pressure  against  the  malleolus  tends 
to  tear  it  away  from  that  bone.  Hence,  in  addition  to  the  wedge- 
like action  of  the  astragalus,  we  have  the  traction  exerted  through 
the  fibula.  It  seems  probable  that  the  fibula  is  forced  away  from 
the  tibia  before  the  two  bones  break.  Mr.  T.  Bryant  and  Sir  W. 
Fergusson  each  record  a  case  of  separation  of  the  two  bones  with 
impaction  of  the  astragalus  between  them,  impaction  so  firm  that 
no  effort  was  successful  in  reducing  it.  It  must,  however,  be 
noted  that  the  diaguosis  of  each  case  rests  on  clinical  evidence 
alone. 

Of  the  four  cases  now  mentioned  of  Dupuytren's  fracture,  two 
were  due  to  falls  in  the  street  with  the  foot  strongly  everted ;  in  the 
other  two  a  weight  fell  upon  the  foot. 

In  the  London  Hospital  Museum  is  another  specimen  of 
fracture  of  the  external  malleolus  with  extensive  rent  of  the  inferior 
tibio-fibular  ligaments,  but  as  there  was  evidently  no  marked  gap 
between  the  two  bones,  and  hence  no  ascent  of  the  foot,  it  would 
perhaps  not  be  right  to  count  it  as  an  example  of  Dupuytren's 
fracture.  May  15th,  1888. 


8.  Separation  of  the  upper  epiphysis  of  the  radius. 
By  C.  Mansell  Moullin. 

Ithis  specimen  came  from  a  boy  16  years  of  age,  whose  arm  was 
crushed  by  a  machine  accident.  The  external  condyle  of  the 
humerus  is  broken  into  two  or  three  pieces,  and  there  is  a  deep 
depression    in   the  capitellum  leading  into  a  fissure ;    the  uppef 
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epiphysis  of  the  radius  is  completely  detached,  the  line  of  separa- 
tion passing  between  the  cartilage  of  the  extremity  and  the  dia- 
physis  ;  otherwise  it  is  not  injured,  though  the  orbicular  ligament 
is  torn  away.  The  synovial  membrane  of  the  joint  still  retains  its 
connection  to  the  head  of  the  radius.  Amputation  was  performed 
a  short  distance  above  the  elbow- joint,  owing  to  the  extensive 
laceration  of  the  soft  parts  in  the  forearm.  The  hand  was  quite 
uninjured,  the  whole  of  the  violence  falling  upon  the  outer  side  of 
the  elbow  and  forearm. 

The  chief  interest  attaching  to  this  specimen  is  its  extreme 
rarity.  Stellate  fractures  of  the  head  of  the  bone  detaching 
portions  of  its  circumference  are  not  uncommon  ;  but,  so  far  as  I  am 
aware,  no  injury  of  this  kind  has  been  presented  to  the  Society, 
and  no  case  is  mentioned  in  Billroth  and  Liicke's  '  Surgery.'  The 
diagnosis  is  an  exceedingly  common  one.  There  is  a  peculiar 
accident  of  very  frequent  occurrence  in  infants  and  young  children 
from  the  way  in  which  they  are  lifted  about  by  the  hand,  or 
swung  round  by  the  arms ;  it  is  not  attended  with  any  displace- 
ment, but  there  is  a  certain  amount  of  indistinct  crepitus  to  be 
felt,  and  there  is  a  considerable  degree  of  pain  and  of  inability  to 
use  the  limb.  This  is  very  often  said  to  be  due  to  separation  of 
the  epiphysis,  but  no  proof  of  this  has  ever  been  brought  forward, 
and  there  can  be  little  doubt  that  in  the  majority  of  instances  at 
any  rate  it  is  really  the  result  of  the  head  of  the  bone  slipping 
from  underneath  the  orbicular  ligament.      November  15th,  1887. 


9.   T-shaped  impacted  fracture  through  the  lower  epiphysis  of 
the  femur,  with  bony  union. 

By  C.  Mansell  Moullin. 

rpHE  patient  from  whom  this  specimen  was  obtained  was  admitted 
-L  into  the  London  Hospital  at  Christmas,  1886.  About  a  year 
before,  when  he  was  fifteen  years  old,  he  sustained  a  compound 
fracture  of  the  lower  end  of  the  femur.  From  this  he  recovered 
completely,  and  was  able  to  get  about  again  fairly  well,  with  a 
slight  amount  of  deformity  and  a  certain  degree  of  stiffness  about 
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his  knee-joint.  A  few  days  befoi-e  admission  this  stiffness  began 
to  increase,  and  he  found  not  only  that  be  was  unable  to  bend  the 
joint  but  that  the  attempt  was  exceedingly  painful.  On  exami- 
nation, the  popliteal  space  was  found  to  be  occupied  by  a  tense 
swelling,  in  which  a  slight  degi'ee  of  pulsation  could  be  detected, 
especially  on  the  inner  side.  There  was  a  scar  on  the  front  of  the 
limb ;  the  joint  could  uot  be  bent  to  a  right  angle,  and  even  that 
was  exceedingly  painful.  A  faint  bruit  could  be  heard  at  times 
where  the  pulsation  was  most  distinct ;  the  limb  itself  was  fairly 
well  nourished,  but  colder  than  the  other,  though  the  tibial 
arteries  could  scarcely  be  felt.  Pulsation  was  checked  at  once  by 
pressure  on  the  femoral,  but  no  change  of  any  kind  could  be  pro- 
duced by  direct  pressure. 

The  diagnosis,  which  lay  for  a  long  time  between  myeloid 
sarcoma  and  arterial  hsematoma,  was  settled  in  favour  of  the 
latter  by  complete  cessation  of  the  pulsation  on  digital  com- 
pression. An  incision  was  made  in  the  popliteal  space  rather  to 
the  inner  side  of  the  middle  line ;  a  very  large  quantity  of  recent 
coagulum  turned  out ;  and  the  end  of  the  upper  fragment  found 
projecting  backwards  and  pressing  upon  the  popliteal  artery,  in 
which  there  was  a  small  opening  with  rounded  edges,  evidently 
formed  by  gradual  ulceration.  The  vessel  was  isolated  as  well  as 
it  could  be,  and  tied  above  and  below,  the  projecting  fragment 
being  removed  by  means  of  a  chain  saw.  For  three  weeks  every- 
thing went  on  as  well  as  could  be,  but  about  the  fourth  the  knee- 
joint  began  to  enlarge,  the  wound  gaped  open  again,  though  it  was 
all  but  healed,  and  a  great  mass  of  granulating  tissue  made  its 
appearance.  Finally  the  joint  suppurated,  and  the  limb  was 
amputated. 

After  maceration  the  epiphysis  was  detached  and  the  line  of 
fracture  could  be  followed  on  the  posterior  surface  of  the  shaft, 
along  the  intercondyloid  notch,  and  upon  the  anterior  surface  of 
the  epiphysis.  Evidently  the  condyles  had  been  separated  and 
were  united  again;  but  while  the  cartilage  still  persisted  between 
the  epiphysis  and  the  shaft  over  the  whole  of  the  rest  of  the 
surface,  along  the  line  of  fracture  it  was  replaced  by  bone,  and  this 
had  to  be  broken  through  before  the  epiphysis  could  be  detached. 

November  15th,  1887. 
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10.   Cases  illustrating  chronic  osteitis,  and  chronic  osteo-peri- 
osteitis,  due  to  central  necrosis. 

By  Robert  William  Parker. 

Case  1. — The  specimens  depicted  in  Woodcut  13  were  removed 
from  a  boy,  aged  nearly  10  years.  An  injury  of  no  great 
severity  was  followed  by  a  large  extra- periosteal  abscess  involving 
the  greater  part  of  the  thigh,  associated  with  sevei'e  general  consti- 
tutional symptoms.  After  an  incision  had  been  made,  the  femur 
could  be  felt  running  through  the  centre  of  the  abscess  cavity,  but 
no  bare  bone  could  be  discovered.  In  the  course  of  some  weeks, 
however,  a  small  superficial  sequestrum  from  the  popliteal  surface, 
and  a  long  thin  spicule  apparently  from  the  medullary  cavity,  were 
removed  with  slight  temporary  benefit.  As  the  bip-  and  knee-joints 
had  become  subsequently  affected  it  was  determined  to  amputate  at 
the  hip-joint.  Upwards  of  ten  months  bad  elapsed  since  the  first 
commencement  of  the  disease.  For  some  weeks  the  severe  consti- 
tutional disturbance  had  seemed  to  contra-indicate  so  grave  an  ope- 
ration, but  as  the  boy  lived  on,  and  as  the  local  condition  appeared  to 
get  worse  rather  than  improve,  the  operation  was  finally  undertaken. 
After  removal  of  the  limb  the  bone  was  found  covered  with  perios- 
teum except  at  a  narrow  interval  at  tbe  lower  part  of  the  posterior 
surface  of  the  shaft,  just  above  the  condyles,  and  over  an  oval 
patch  a  little  below  tbe  smaller  trochanter.  The  shaft  was 
thickened,  as  compared  with  the  opposite  side  ;  the  bone  was  heavy. 
The  head  of  the  femur  was  detached.  The  periosteum  was  very 
firmly  adherent,  and  could  only  be  separated  after  considerable 
maceration ;  its  exterior  surface  was  soft  and  covered  with  florid 
exuberant  granulation  tissue  ;  but  it  was  still  tough  and  resistant. 
After  removal  of  this  periosteum,  the  surface  of  the  femur  was 
found  much  roughened  from  a  deposit  of  new  bone  ;  this  new  bone 
was  soft,  very  vascular,  and  firmly  incorporated  in  the  texture  of 
the  femur.  The  femur  was  sawn  through  vertically  as  seen  in  the 
woodcut,  p.  246.  At  the  upper  spot,  uncovered  with  periosteum, 
it  now  presented  a  central  necrosed  piece  of  bone  (A),  apparently 
the  outer  shell  of  the  compact  tissue  of  this  part  of  the  femur.  In 
the  remains  of  the  medullary  cavity  (which  was  full  of  inflamed 
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and  semi-purulent  marrow)  were  found  several  smaller  pieces  of 
necrosed  bone,  probably  the  remains  of  the  interior  compact  layer. 
The  whole  femur  is  enlarged.  Very  little  compact  substance 
i*emains  ;  for  the  most  part  this  has  become  changed,  and  merges 
into  the  roughened  subperiosteal  deposit  elsewhere  referred  to.  The 
compact  tissue  can,  however,  be  distinguished,  and  the  changes 
more  especially  due  to  the  periosteum  can  be  traced,  and  differen- 
tiated from  those  which  have  occurred  as  obviously  in  the  bone 
itself.  The  interstices  between  the  new  deposit  of  bone  were  filled 
with  soft  granulation  tissue  ;  their  honeycomb  appearance,  depicted 
in  the  plate,  did  not  show  itself  in  the  recent  state  of  the  bone,  and 
has  only  become  manifest  since  maceration  and  drying.  The  bone 
now  feels  comparatively  light. 

Case  2. — As  in  the  former  case,  the  disease  followed  a  slight 
fall,  which  set  up  some  slight  synovitis  of  the  knee,  of  a  chronic 
kind.  The  j>atient  was  a  boy  aged  9  years.  Four  months  after 
the  fall  painful  induration  of  the  soft  parts  of  the  thigh,  with  local- 
ised thickening  of  the  shaft  of  the  femur  just  above  the  condyles, 
came  on.  Pus  was  let  out,  but  no  bare  bone  could  be  discovered. 
Eight  months  later,  i.  e.  twelve  months  after  the  initial  injury,  the 
femur  was  greatly  thickened  in  its  lower  two  thirds  ;  a  sinus  led 
down  to  the  bone,  but  bare  bone  could  not  be  felt.  This  sinus  was 
enlarged,  the  bone  exposed,  and  a  small  trephine  introduced  ;  a 
fragment  of  necrosed  bone  was  found  and  removed.  But  no  real 
improvement  took  place,  and  after  some  further  delay,  the  boy 
being  ill  and  exhausted,  the  limb  was  amputated  in  the  upper 
third  of  the  thigh. 

On  examination  of  the  bone,  after  its  removal  from  the  sur- 
rounding soft  parts,  the  periosteum  was  seen  to  be  normal ;  it  peeled 
off  the  bone  with  the  greatest  readiness,  except  above  and  around 
the  trephine  hole.  On  sawing  through  the  femur,  in  a  vertical 
direction,  a  (second)  fragment  of  necrosed  bone  was  discovered,  in 
the  centre  of  the  shaft.  In  its  recent  condition,  the  bone  was 
heavy  and  solid ;  the  cancellous  spaces  were  filled  with  gi-anulation 
tissue,  blood-vessels,  extravasatecl  blood,  and  pus.  As  now  exhibited 
in  the  dry  condition  (after  maceration)  the  bone  is  almost  uniform 
in  appearance ;  there  is  no  medullary  cavity,  and  no  appreciable 
compact  layer  of  bone  ;  the  whole  femur  appears  to  consist  of  can- 
cellous bone ;  the  lower  epiphysis  is  in  a  similar  condition,  and 
has  grown  pari  passu  with  the  shaft ;  the  line  of  junction  with  the 
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shaft  does  not  present  any  abnormal  appearance.  The  shaft  is  at 
least  twice  its  natural  size,  the  increase  being  greater  in  the  lower 
part  than  in  the  upper ;  the  amputation  was  made  ihrough  a  part 
slightly  thickened. 

The  contrast  with  the  preceding  specimen  is  very  marked.  In  the 
former  there  is  less  general  enlargement,  and  the  changes  are  most 
marked  on  the  surface  of  the  bone;  in  this  specimen,  the  surface 
of  the  bone  is  almost  normal,  while  the  shaft  is  greatly  thickened 
and  consists  almost  entirely  of  cancellous  bone. 

In  connection  with  the  preceding  cases  may  be  mentioned 
another,  that  of  a  boy,  aged  10  years,  who  without  known  cause 
began  to  suffer  pain  in  the  left  leg  (and  also  in  the  shoulder). 
The  pain  was  slight  at  first,  but  became  very  severe,  and  was 
thought  to  be  acute  l-heumatism,  and  for  three  weeks  previous  to 
his  admission  he  was  treated  for  acute  rheumatism. 

On  admission  into  the  East  Lotidon  Hospital  for  Children,  his 
thigh  was  seen  to  be  greatly  swollen ;  there  was  no  redness  of  the 
surface,  but  the  superficial  veins  were  turgid;  the  foot  was 
cedematous,  the  limbs  very  painful.  An  anaesthetic  having  been 
administei-ed,  incisions  were  made  and  about  40  oz.  of  pus  were 
evacuated.  The  femur  was  found  bared  of  its  periosteum  over  a 
considerable  area.  The  abscess  continued  to  discharge  large  quan- 
tities of  pus  for  some  weeks.  As  the  boy's  health  was  rapidly 
deteriorating,  the  limb  was  removed. 

After  separating  the  soft  structures  from  the  bone,  the  periosteum 
was  found  to  be  detached  from  the  greater  part  of  the  surface  of  the 
femur.  There  was  no  new  bone  either  on  the  surface  of  the  femur 
or  on  the  periosteum  the  inner  surface  of  which  was  covered  with 
soft  velvety  granulation  tissue.  At  the  points  where  the  periosteum 
again  came  into  contact  with  the  femur  there  was  considerable 
proliferation  of  new  bone,  to  which  the  periosteum  was  firmly 
adherent.  The  bared  bone  was  dry  and  whitish  in  colour,  and  on 
vertical  section  was  seen  to  be  unaltered  both  in  texture  and  in  size. 
The  medullary  cavity  contained  semi-purulent  medulla.  In  brief, 
the  exposed  part  of  the  bone  was  dead,  and  showed  no  reparative 
power.  The  periosteum,  though  detached  from  the  bone,  was  not 
dead,  owing  probably  to  its  connection  with  the  adjoining  soft 
parts ;  it  is  to  be  noted  that  it  showed  no  bone-producing  power, 
except  where  it  remained  in  contact  with  living  bone. 

Remarks. — The    specimens  appear   to    me    of   some   interest   as 
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raising  the  question  how  far  the  pathological  processes  displayed 
are  the  result  of  an  osteitis  or  a  peri-osteitis.  In  the  first  case, 
there  is  a  considerable  amount  of  new  bone  on  the  surface  of  the 
femur,  which  may  not  unfairly  be  attributed  to  the  periosteum. 
This  deposit  of  bone,  however,  is  the  more  remarkable  when  it  is 
borne  in  mind  that  the  periosteum  was  cut  off  from  its  connection 
with  the  soft  parts  around,  and  that  any  pathological  process  that 
may  have  occurred  must  have  got  its  blood  supply  from  the  bone 
direct.  Although  I  could  not  find  any  bare  bone  when  the  abscess 
was  first  opened,  I  think  it  very  probable  that  the  bone  was  bare 
near  the  smaller  trochanter  at  the  spot  where  the  necrosed  portion  is 
seen.  It  is  interesting  to  note  the  fact  that  at  this  spot  no  new 
growth  has  taken  place,  either  osteal  or  peri-osteal.  The  perios- 
teum was  everywhere  greatly  thickened ;  its  exterior  surface  was 
covered  with  flabby  exuberant  granulations,  its  interior  surface  was 
so  firmly  adherent  to  the  bone  that  it  could  not  be  separated  until 
after  considerable  maceration. 

In  the  second  case  the  bone  itself  appears  to  have  been  chiefly 
affected ;  the  whole  bone  is  converted  into  cancellous  tissue,  and 
the  medullary  cavity  obliterated.  In  the  recent  state  this  cancellous 
tissue  was  filled  with  young  granulation  tissue  and  vessels  aud  was 
very  vascular.  The  periosteum  seemed  quite  unaltered  ;  it  every- 
where peeled  off  the  bone  with  the  greatest  ease,  except  just  around 
the  opening  made  by  the  trephine,  where  there  was  a  little  roughness 
and  irregularity  of  the  surface. 

I  would  just  draw  attention  to  the  state  of  the  bone,  so-called 
osteo-porosis.  This  condition  is  an  artificial  one,  due  to  maceration, 
and  the  consequent  removal  of  the  blood  and  granulation  tissue 
which  fill  the  interstices  during  life.  The  occurrence  of  this  con- 
dition may  always  be  taken  as  a  sign  that  chronic  inflammation  has 
existed  at  some  time  during  Life ;  the  amount  of  porosity  fairly 
indicates  the  intensity  or  chronicity  of  the  process. 

In  both  these  cases  the  source  of  irritation  was  the  central 
necrosed  piece  of  bone.  The  fragment  of  bone  was  killed  or 
injured  by  the  accident  alluded  to  in  the  clinical  notes,  and  not 
being  cast  off  set  up  the  chronic  osteitis  and  inflammatory  hyper- 
trophy by  means  of  which  the  fragment  gradually  became  more  and 
more  deeply  embedded.  In  the  first  case  there  was  in  addition  an 
extra-periosteal  abscess  which  irritated  the  periosteum  and  led  to  the 
outpouring  of  the  new  osteoid  tissue  seen  on  the  surface  of  the  femur. 
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In  Case  2  there  was  only  a  small  amount  of  subperiosteal  new 
growth,  apparently  the  result  of  the  siargical  interference,  for  at  the 
time  of  the  operation  the  periosteum  readily  peeled  off  the  bone, 
the  bared  surface  being  quite  smooth  and  normal.  On  the  other 
hand,  the  bone  was  greatly  thickened,  the  changes  being  chiefly  in 
the  interior  of  the  bone.  In  Case  3  the  periosteum  was  widely 
separated  from  the  bone  by  pus,  and  although  it  retained  its  con- 
nection with  the  surrounding  soft  parts,  there  were  no  indications  of 
periosteal  new  growth.  The  femur  likewise  showed  no  signs  of  repair, 
owing  doubtless  to  the  completeness  and  extent  of  the  necrosis. 
It  would  thus  appear  as  if  repair  in  such  cases  depends  on 
vitalitv  in  the  bone  itself.  Case  1  points  out  that  such  part  as  the 
periosteum  plays  in  this  repair  depends  on  its  being  in  contact  with 
living  bone.  Case  2  indicates  clearly  that  very  considerable  new 
growth  may  go  on  in  a  bone,  and  its  periosteum  meanwhile  remain 
almost  quiescent ;  while  Case  3  appears  to  teach  that  the  periosteum 
alone  cannot  initiate  the  process  of  repair. 

On  the  other  hand,  there  are  many  clinical  facts  to  show  that 
bone  can  repair  without  the  aid  of  periosteum ;  for  instance,  in 
the  case  of  wounds  of  the  skull  or  of  the  superficial  surface  of 
the  tibia  (as  situations  where  the  process  can  be  conveniently 
watched)  considerable  areas  of  bone  may  be  denuded  of  perios- 
teum and  be  repaired  notwithstanding ;  the  denuded  bone 
assumes  a  dry  whitish  aspect ;  after  an  interval  of  time,  the  white- 
ness gives  place  to  a  vascularity,  which,  beginning  as  puncta,  spreads 
and  soon  covers  the  dead  area ;  granulations  then  appear,  and 
finallv  such  portions  of  the  necrosed  bone  as  are  not  re-vitalised  or 
absorbed  are  raised  from  the  living  bone  beneath  and  thrown  off. 

But  if  a  diseased  bone  be  shelled  out  of  its  sheath  of  periosteum, 
either  by  the  outpouring  of  pus  or  by  surgical  means,  before  any 
new  bone  has  been  formed,  as  a  rule,  the  bone  will  not  be  repro- 
duced. Some  three  months  ago,  I  amputated  at  the  hip-joint  for 
hip  disease  associated  with  a  very  chronic  osteo-myelitis  of  the 
femur.  I  proceeded  to  amputate  the  limb  through  the  middle  of 
the  thigh  by  means  of  a  circular  incision.  Having  tied  the  vessels, 
I  next  made  a  longitudinal  incision  on  the  outer  side  of  the  limb, 
dividing  the  periosteum  down  to  the  bone,  and  then  shelled  out  the 
remains  of  the  femur  as  high  as  the  hip-joint.  This  was  accom- 
plished with  great  ease,  and,  with  a  view  to  keep  open  the  sheath  of 
periosteum  and  to  stimulate  its  osteogenic  function,  I  inserted  a 
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large  india-rubber  drainage-tube.  Although  the  child  has  made  an 
excellent  recovery,  and  the  wounds  have  all  closed,  I  cannot  say 
that  any  real  bone  has  been  found  in  or  by  this  periosteal  sheath, 
that  is  to  say,  I  could  not  detect  any  new  bone  with  the  probe  when 
I  finally  withdrew  the  drainage-tube.  There  was  a  long  stump, 
and  its  centre  was  quite  firm,  but  I  think  not  bony.  It  will  be 
remembered  that  a  similar  plan  Avas  adopted  by  the  late  Mr.  Shuter, 
and  that  a  Committee  of  the  Clinical  Society  (vide  '  Transactions  ' 
vol.  xvi),  appointed  to  consider  whether  new  bone  had  been  formed 
from  the  periosteum  left  in  the  stump,  replied  in  the  negative. 

I  contend  therefore  that,  contrary  to  text-book  teaching,  in  such 
cases  as  these,  repair  depends  almost  exclusively  on  processes  which 
must  commence  in,  and  be  largely  carried  on  by,  the  bone  itself ; 
and  that  the  importance  and  powers  of  the  periosteum  have  been 
exaggerated. 

Considering  that  bone  forms  the  foundation  on  which  the  body 
is  built  up,  that  it  is  highly  specialised  in  structure  and  composi- 
tion, is  exceedingly  vascular  and  richly  supplied  with  nerves,  it  is 
not  a  little  remarkable  that  so  large  a  share  of  function,  both  in 
health  and  disease,  should  have  been  attributed  to  the  periosteum, 
which  by  comparison  is  but  an  adventitious  structure  and  chiefly 
useful  in  affording  a  ready  means  for  the  attachment  of  muscles. 

February  7th,  1888. 


11.  Acute  necrosis. 

By  A.  Quarry  Silcock,  M.D. 

[With  Plate  XVII.] 


The  specimens  shown  are  those  from  a  case  of  infective  osteo- 
myelitis, apparently  starting  in  isolated  inflammatory  foci 
situate  at  the  line  of  junction  of  the  epiphysial  cartilages  with  the 
diaphyses  of  the  tibiae,  and  terminating  in  acute  necrosis. 

Matilda  G — ,  aged  11,  was  admitted  into  St.  Mary's  Hospital  on 
August  31st,  1887,  by  reason  of  pain  and  some  swelling  of  the  left 
leg.     The  pain  was  localised  to  the  head  of  the  tibia  of  that  side, 
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and  iutense  tenderness  was  experienced  on  j^ressure  over  the 
inner  tuberosity  and  adjacent  portion  of  the  diaphysis.  There 
was  some  tumefaction  of  the  soft  parts  in  this  region,  and 
a  slightly  ma  iked  redness  of  the  skin  with  increased  heat,  but  no 
sense  of  fluctuation  on  palpation.  The  patient  was  a  thin,  pallid, 
sallow-faced  girl,  although  her  cheeks  were  somewhat  flushed ;  her 
temperature  was  104'6°  F.,  the  pulse  108.  She  was  nervous, 
restless,  and  cried  out  greatly  when  her  leg  was  touched. 

The  family  history  was  good ;  she  bore  no  evidence  of  tubercle 
or  syphilis,  and  had  suffered  no  previous  illness,  except  an  attack 
of  measles  a  few  years  since.  The  mother  said  the  child  had  been 
playing  on  the  pavement  the  day  before  the  pain  below  the  knees 
began,  and  she  had  said  to  her  "  she  would  get  cold  if  she  did  not 
take  care."  When  the  pain  did  begin,  that  is  on  the  28th,  or  two 
days  before  admission,  it  began  suddenly,  the  child  remarking,  "  Oh ! 
mother,  I  have  got  a  pain  in  my  knee."  It  never  ceased  after- 
wards. 

The  day  after  admission,  the  leg  was  more  swollen  and  painful. 
I  saw  her,  and  thinking  that  I  had  to  deal  with  a  case  of  epiphy- 
sitis, I  directed  that  a  longitudinal  incision  should  be  made  over 
the  upper  epiphysial  line  on  the  inner  side,  antiseptically.  This  was 
done  by  the  house  surgeon  Mr.  Crowle,  but  he  found  no  pus. 

On  September  2nd — the  next  day — the  patient  appeared  to  be  in 
less  pain,  the  highest  recorded  temperature  being  102°,  and  when 
the  dressings  were  removed  a  small  quantity  of  curdy  pus  oozed 
up  from  the  depths  of  the  incision. 

On  the  5th,  she  complained  of  pain  and  tenderness  about  the 
head  of  the  right  tibia,  but  there  was  no  swelling  or  redness  of  the 
parts. 

On  the  6th,  the  surfaces  of  the  wound  were  found  to  be  coated 
with  a  thick  diphtheritic-looking  membrane ;  this  was  pulled  off, 
the  incision  slightly  enlarged,  and  a  small  quantity  of  pus — a  drop 
or  two — liberated  from  beneath  the  periosteum,  just  below  the 
epiphysial  line,  by  passing  the  director  in  various  directions  through 
the  original  periosteal  incision,  for  that  membrane  had  previously 
been  freely  incised. 

On  the  7th,  the  tenderness  below  the  right  knee  was  more 
marked,  and  a  fulness,  which  was  thought  to  exist  below  the  inner 
tuberosity  on  the  day  before,  still  more  apparent ;  as  in  the  case  of 
the  other  leg,  there  was,  however,  but  little  redness,  and  no  discov- 
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erable  sense  of  fluctuation.  The  temperature  on  the  evening  of  the 
6th  had  risen  to  103'2°.  I  made  a  longitudinal  incision  down  to  the 
bone,  and  after  separating  the  periosteum  in  the  region  of  the  epi- 
physial line,  ultimately  set  free  a  small  quantity  of  curdy  pus. 
The  wound  was  dressed  with  iodoform  and  alembroth  wool,  after 
being  freely  irrigated  with  T  per  cent,  solution  of  perchloride  of 
mercury. 

On  the  9th,  the  soft  parts  about  the  right  inner  malleolus  became 
oedematous,  and  marked  tenderness  on  pressure  over  that  promi- 
nence apparent. 

On  the  10th,  an  incision  was  made  down  to  the  right  inner 
malleolus,  and  the  covering  periosteum  found  to  be  inflamed,  but 
there  was  no  collection  of  serum  or  pus  beneath.  It  is  noteworthy 
that  this  wound  subsequently  entirely  healed  up,  although,  as  may 
be  seen  from  the  specimen,  there  was  actually  a  small  focal  abscess 
just  above  the  epiphysial  line  in  the  centre  of  the  lower  part  of  the 
diaphysis.  Similarly,  there  had  appeared  to  be  considerable  pain 
on  pressure  over  the  left  inner  malleolus,  but  as  it  seemed  to 
decrease  in  intensity  subsequently,  the  parts  were  not  disturbed. 

The  further  history  of  the  case  may  be  very  briefly  related.  In 
spite  of  every  effort  to  procure  adequate  drainage  by  means  of 
counter-openings,  one  being  made  in  the  popliteal  space  of  each 
side,  the  periosteum  became  extensively  separated  from  the  upper 
fourth  of  the  diaphysis  on  each  side,  and  both  knee-joints  became 
full  of  fluid. 

On  the  30th,  that  in  the  right  knee-joint  was  found,  after  aspi- 
ration with  a  hypodermic  syringe,  to  contain  a  large  number  of 
leucocytes,  to  be  sero-pus  in  fact ;  consequently  I  laid  the  joint 
open  by  free  lateral  incision.  The  cavity  of  the  joint  was  irrigated 
night  and  day,  but  as  the  suppuration  spread,  and  the  condition  of 
the  leg  became  daily  more  hopeless,  Mr.  Page,  in  whose  absence  I 
had  charge  of  the  wards,  amputated  the  right  thigh  on  October  5th, 
at  the  junction  of  the  lower  and  middle  thirds.  The  effusion  into 
the  left  knee-joint  subsided ;  the  necrosis  of  the  left  tibial  diaphysis, 
however,  steadily  extending.  It  was  thought  useless  to  attempt  the 
removal  of  the  necrosed  shaft,  since  there  was  no  chance  of  a  use- 
ful limb  resulting,  the  regenerative  power  of  the  osteogenetic  layer 
of  the  periosteum  having  been  destroyed  by  suppuration  so  acute, 
intense,  and  widespread ;  hence  amputation  was  advised.  This 
procedure  the  parents  would  not  agree  to,  and  as  an  alternative 
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Mr.  Page,  on  October  26th,  removed,  the  whole  of  the  left  diaphysls, 
piece  by  piece,  through  a  long  longitudinal  incision.  A  few  bony 
spicules  and  plates  attached  to  the  inner  surface  of  the  detached  peri- 
osteum alone  attested  feeble  regenerative  efforts  to  form  new  bone. 

The  patient  gradually  improved  in  health ;  but  it  will  be 
observed  that  the  amount  of  new  bone  thrown  out  to  replace  the 
diaphysis  of  the  left  tibia  is  quite  inadequate. 

The  right  tibia,  which  was  sawn  through  longitudinally,  shows 
that  the  inflammatory  process  is  focussed,  as  might  have  been 
expected  from  the  clinical  facts  which  I  have  detailed,  at  the 
upper  and  lower  ends  of  the  diaphysis,  in  those  regions  which 
French  authors  have  called  juxta-epiphysial,  or,  as  I  would  term 
them,  if  such  a  nomenclature  is  desirable,  para-epiphysial — that 
is  to  say,  in  the  region  where  the  processes  of  growth  in  the  direc- 
tion of  length  and  ossification  are  being  carried  out.  The  upper 
epiphysis  is  partly  separated  from  the  shaft,  and  beneath  the  upper 
epiphysial  cartilage  are  several  small  sequestra,  embedded  in  what 
microscopically  may  be  seen  to  be  pus.  This  focus  of  suppuration 
has  extended  upwards  into  the  epiphysis  itself,  the  central  portion 
of  the  epiphysial  cartilage  having  been  absorbed,  and  through  the 
right  half  of  the  epiphysis  by  a  small  sinuous  channel  into  the 
knee-joint,  having  perforated  the  right  articular  cartilage,  in  which 
a  small  hole  may  be  observed.  Burrowing  outwards  along  the 
line  of  the  epiphysial  cartilage,  it  has  reached  the  periosteum, 
raising  this,  and  so  denuding  a  considerable  portion  of  the  upper 
third  of  the  shaft.  To  the  naked  eye  the  medulla  of  the  middle 
third  or  more  of  the  diaphysis  appeared  to  be  healthy.  At  the 
lower  end,  the  suppuration  is  not  so  extended,  but  here  too,  in  the 
para-epiphysial  zone,  may  be  seen  a  yellow  patch,  which,  as  seen  in 
the  microscopical  sections,  proves  to  be  pus ;  like  that  at  the  upper 
end,  it  encloses  small  sequestra,  and  has  partly  absorbed  the 
epiphysial  cartilage  on  its  way  to  invade  the  lower  epiphysis. 

The  microscopical  examination  of  the  bone  does  not  materially 
modify  or  add  to  one's  conception  of  the  characters  of  the  lesions  as 
they  are  apparent  to  the  naked  eye.  The  bipolar  foci  of  inflamma- 
tion and  suppuration  are  not  circumscribed,  for  the  cancellous 
tissue  of  the  neighbouring  portion  of  the  diaphysis  and  epiphysis 
are  infiltrated  with  inflammatory  cells,  that  of  the  epiphysis,  how- 
ever, in  a  far  less  marked  degree  than  that  of  the  diaphysis.  The 
histological  characters  of  the  lesion  are  quite  unlike  those  associated 
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DESCRIPTION  OF  PLATE  XVII. 

To  illustrate  Mr.  Silcock's  case  of  Acute  Necrosis.     (Page  251.) 
From  drawings  by  H.  C.  Ridley  and  R.  Ostlere. 

Fig.  1. — Longitudinal  section  through  para-epiphysial  region  of  lower  end  of 
right  tibia. 

d.  Diaphysis  showing  invasion  of  suppurative  focus. 

e.  c.  Epiphysial  cartilage,  which  at  one  point  is  perforated. 

e.  Epiphysis  showing  inflammatory  infiltration  most  marked  opposite  the 

focus  of  suppuration  in  the  diaphysis. 

Fig.  2. — Longitudinal  section  of  para-epiphysial  region  of  upper  end  of  right 

tibia,  magnified  seven  times,  showing  perforation  of  epiphysial  cartilage,  and 

cavity  in  diaphysis  from  which  a  sequestrum  has  dropped  out,  leaving  a  small 

quantity  of  purulent  matter. 

Fig.  3. — Upper  margin  of  cavity  and  adjacent  portion  of  epiphysis  (  x  50) 
where  the  epiphysial  cartilage  has  been  perforated. 
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with  the  tubercle  bacillus,  so  that  the  latter  may  be  safely  excluded  . 
they  seem  to  demonstrate  infection  from  the  two  primary  centres 
of  the  diaphysis  to  the  epiphysis,  to  the  periosteum,  and  to  the 
medullary  cavity.  It  is  interesting  to  note  what  confusion  has 
been  carried  into  the  serried  ranks  of  cartilage  cells  of  the 
epiphysial  line  by  the  advancing  inflammatory  process ;  they  are 
proliferating,  but  in  hopeless  disarray,  and  disappear  as  they  are 
engulphed  in  the  dense  host  of  small  round  cells.  These  are 
crammed  into  the  osseous  areolae,  and  so  tend  to  strangulate  the 
vascular  loops  which  are  essential  to  the  process  of  ossification,  and 
compass  the  destruction  of  that  spongy  layer  which  is  not  yet  bone, 
but  is  no  longer  cartilage,  uniting  the  epiphysial  cartilage  to  the 
diaphysis  (Plate  XVII). 

I  have  called  this  disease  acute  necrosis  at  the  suggestion  of  Mr. 
Beck,  to  whom  I  showed  the  specimens  and  related  the  case,  and 
there  can  be  no  doubt  that  inflammatory  trouble  beginning  in  such 
situations  has  a  great  tendency  in  young  subjects  to  spread 
widely,  to  the  epiphysis,  the  periosteum,  and  the  medulla.  Oilier 
remarks,  "The  inflammations  which  are  produced  in  the  spongy 
tissue  on  the  border  of  the  connecting  cartilage,  take  the  form  of 
osteomyelitis,  and  differ  from  osteomyelitis  of  the  central  canal  in-'  >- 
much  as  they  cannot  progress  as  rapidly,  stopped  as  they  are  by 
the  walls  of  the  vacuoles  of  the  spongy  tissue.  They  differ  from 
them  above  all  in  that  they  may  easily  show  themselves  under  the 
periosteum,  from  which  they  are  separated  at  the  edge  of  the  carti- 
lage by  only  a  thin  layer  of  compact  tissue  which  is  easily  medullised. 
Thus  the  frequently  spontaneous  issue  of  pus  from  beneath  the 
periosteum,  coming  from  the  cavities  of  the  spongy  tissue,  is 
explained."  The  marrow  of  the  spongy  tissue  is  directly  continuous 
with  that  of  the  central  canal,  and  of  course  is  continuous  with  that 
of  the  epiphysis  when  the  connecting  cartilage  is  perforated ;  so 
panosteitis  results. 

The  symmetry  of  the  bony  lesions  implies,  as  Sir  James  Paget 
has  insisted,  a  morbific  condition  of  the  blood,  and  the  morbid 
material  therein  contained  enters  into  combination  with  the  part 
diseased.  The  altered  state  of  the  blood  consisted  in  a  deteriora- 
tion of  cpuality  accompanying  the  lowered  vitality  of  the  patient, 
and  probably,  in  the  presence  of  a  coccus  capable  of  endowing  a 
local  inflammation  with  infective  qualities.  The  para -epiphysial 
regions  in  long  bones,  and  the  sutural  edges  of  the  flat  bones  of  the 
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face  and  skull,  where  the  process  of  ossification  is  being  actively 
carried  on,  are  peculiarly  liable  to  become  inflamed,  probably  because 
the  physiological  balance  is  easily  upset,  by  strain  or  other  injury, 
or  exposure  to  wet  and  cold.  So  the  organism  finds  a  fitting  resting 
place,  perhaps  because  the  current  through  the  dilated  vascular 
loops  which  I  have  already  alluded  to,  is  necessarily  sIoav,  as 
Neumann  has  suggested,  perhaps  because  the  vitality  of  the  cells 
of  the  part  is  easily  exhausted,  working  away  as  they  are  at  bone 
making ;  be  this  as  it  may,  here  the  inflammatory  process  is 
particularly  ready  to  show  itself,  and  given  the  advent  of  a  suitable 
mici'o-organism,  a  permanent  focus  of  infection  is  set  up,  which 
may  not  only  lead  to  death  of  the  greater  portion  of  the  involved 
bone,  but  become  the  starting-point  of  general  infection  and 
pyaemia.  March  6th,  1888. 


12.  A  case  of  acute  epiphysitis  occurring  in  both  knee-joints , 
left  temporo -maxillary  joints,  and  metacarpophalangeal 
joint  of  right  index  finger.     {Card  specimen.) 

By  John  R.  Lunn. 

T)  H — ,  aged  1  month,  was  admitted  into  the  Marylebone  Infir- 
JLL  •  mary,  December  27th,  1887,  with  her  mother,  as  she  was 
at  the  breast. 

The  mother  stated  that  her  child  was  born  at  the  full  time,  was 
healthy,  and  there  was  no  trace  of  swelling  about  her.  After  the 
child  was  vaccinated  her  arm  was  very  red  and  much  swollen. 

Nine  days  ago  a  swelling  appeared  on  the  face,  and  has  been 
getting  bigger  ever  since.  A  second  and  third  swelling  appeared 
on  the  right  hand  and  left  knee  four  days  after  the  first.  Mother 
and  father  both  healthy. 

Present  condition.— On.  the  left  side  of  the  face  over  the  ramus  of 
the  jaw,  is  a  globular,  tense,  fluctuating  swelling,  the  skin  over  it 
being  shiny.  It  extends  on  to  the  cheek,  as  far  as  the  angle  of  the 
mouth,  limited  above  by  the  zygomatic  process  of  the  temporal  and 
below  by  the  body  of  the  jaw  (lower  border). 

On  the  right  hand,  over  the  heads  of  the  last  two  metacarpal 
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ones  (third  and  fourth  fingers),  is  a  round,  red  swelling,  present - 
ng  the  appearance  of  strumous  dactylitis.  This  swelling  also 
fluctuates. 

At  the  inner  side  of  the  left  knee  over  the  upper  epiphysis  of 
he  tibia,  is  another  globular  swelling.     The  skin  over  it  is  thin  and 
shiny.     The  right  knee-joint  seems  to  be  also  somewhat  enlarged 
and  to  contain  fluid. 

January  2nd. — Under  chloroform  Mr.  Lunn  opened  the  abscesses. 
That  by  the  knee-joint  led  down  to  bare  bone  in  a  very  ragged 
condition.  That  over  the  jaw  discharged  some  greenish  pus  when 
opened,  and  the  temporo-maxillary  joint  seemed  quite  disorganised. 
Both  wounds  were  dressed  with  iodoform  and  the  leg  put  on  a 
splint. 

The  mother  was  taking  Mist.  Pot.  Iod.  3j  (gr.  v)  and  Liq.  Hyd. 
Perch.  5ss. 

3rd. — Wounds  quite  sweet  and  look  well.  The  child  takes  food 
and  sleeps  well. 

There  has  been  no  rise  of  temperature.  Child  suddenly  got 
worse  and  died. 

Autopsy  twenty-four  hours  after  death. — Body  well  nourished. 
In  right  pleural  cavity  was  a  quantity  of  purulent  fluid  due  to  the 
bursting  of  an  abscess,  surrounding  the  carious  body  of  the  seventh 
dorsal  vertebra. 

Suprarenal  capsules  were  cystic,  each  containing  one  large 
(dermoid)  cyst.     Other  organs  healthy. 

Left  knee :  Old  sinus  led  down  to  the  upper  epiphysis  of  the 
tibia,  which  was  surrounded  by  thick  greenish  pus.  The  upper 
part  of  the  tibia  was  necrosed.  No  perforation  into  joint,  which 
was  apparently  healthy. 

Right  knee-joint  was  distended  with  pus  of  an  unhealthy  kind. 
The  cartilage  was  perforated,  and  the  perforation  came  from  the 
epiphysis  of  the  femur,  which  had  necrosed.  Tibia  healthy.  In  left 
knee  the  upper  epiphysis  of  the  tibia  was  affected.  In  right  knee 
the  lower  epiphysis  of  femur  was  affected. 

May  15th,  1888. 
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13.  Femur,  with  newly-formed  bone,  from  a  case  of  pyaemia  in 
an  infant.     (Card  specimen.) 

By  John  H.  Morgan. 

The  cartilage  covering  the  head  of  the  femur  was  separated  from 
the  neck,  which  had  been  almost  entirely  eaten  away  as  well  as 
the  great  trochanter.  The  periosteum  from  the  shaft  was  easily 
stripped  off.  The  upper  fifth  of  the  shaft  was  bare  and  rough  ;  the 
next  two  fifths  was  covered  anteriorly  by  a  thin  layer  of  newly-formed 
bone  forming  a  shell  about  1  mm.  in  thickness.  The  lower  two 
fifths  had  no  such  covering,  and  the  lower  extremity  showed 
haemorrhage  into  and  inflammation  of  the  cancellous  tissue.  The 
periosteum  was  red  and  thick  and  smooth  on  its  inner  surface. 
The  hip-joint  was  entirely  destroyed,  the  knee  joint  healthy. 

The  patient  was  a  male,  aged  4  weeks,  small,  thin,  and  tender  ever 
since  birth.  A  swelling  was  observed  over  the  upper  part  of 
sternum  soon  after  birth,  which  increased.  The  child  was  brought  to 
the  Hospital  for  Sick  Children  on  account  of  swelling  of  the  left 
thigh. 

Abscesses  were  opened  over  sterno-clavicular  articulations  and 
left  buttock,  but  the  patient  died  five  days  later. 

At  the  post-mortem  examination,  the  shaft  of  the  right  radius 
was  absolutely  bare,  lying  in  an  abscess  of  which  the  periosteum 
formed  the  outer  wall,  and  the  epiphysis  at  each  end  was  separated 
from  the  shaft.  The  elbow  and  both  sterno-clavicular  articulations 
were  destroyed.  Abscesses  were  found  beneath  the  scalp  and  upon 
the  siTrface  of  the  brain,  in  the  left  ankle  and  the  right  knee.  An 
abscess  was  found  in  the  liver,  and  a  large  vein  containing  pus  in 
the  suspensory  ligament.  February  7th,  1888. 
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14.   Case  of  osteitis  deformans  showing  a  want  of  symmetry  and 
lengthening  of  some  of  the  bones. 

By  H.  H.  Clutton. 

This  case  is  brought  before  the  notice  of  the  Society  on  account 
of  the  following  features.  The  deformity  is  in  the  upper 
extremities  unsymmetrical,  and  shows  an  increase  of  length  in  some 
of  the  affected  bones. 

Jane  K —  is  a  married  woman  of  65  years  of  age. 

Family  history. — Her  mother  died  of  "  cancer  of  the  womb  "  at 
the  age  of  43  ;  of  her  father  she  knows  nothing.  Her  parents  had  a 
large  family,  the  first  six  members  of  which  died  quite  young.  One 
of  the  brothers  died  at  the  age  of  21  of  consumption,  one  of  cancer 
at  53,  and  another  of  heart  disease  at  about  the  same  age.  One 
brother  and  one  sister  alive  and  well. 

Previous  history. — At  the  age  of  two  she  met  with  an  accident 
which  caused  permanent  stiffness  of  left  elbow.  With  this  exception 
she  had  no  deformity  of  any  kind  until  over  50  years  of  age.  She 
married  at  25  and  had  four  children ;  no  miscarriage. 

History  of  her  present  deformity. — When  a  little  over  50  years  of 
age  she  first  noticed  a  slight  prominence  of  the  lower  end  of  the 
right  ulna.  After  a  year  or  two,  the  right  radius  became  curved  ; 
then  the  left  humerus  and  finally  the  lower  extremities  began  to 
show  signs  of  deformity. 

During  the  last  three  or  four  years  she  has  diminished  in  stature, 
and  for  the  last  two  or  three  years  her  friends  have  noticed  an 
increase  in  the  size  of  her  head.  At  times  she  used  to  suffer  a 
great  deal  of  pain  in  the  left  arm  especially  at  night,  but  during  the 
last  few  years  she  has  been  quite  free  from  this  trouble. 

In  1878  she  was  in  St.  Thomas's  Hospital  under  Dr.  Ord,  on 
account  of  a  swollen  ankle  and  a  general  eruption.  The  latter  was 
"black  and  blue"  as  if  she  had  been  bruised.  Ulcers  and  scabs 
formed  which  kept  her  in  hospital  for  seven  weeks.  She  has  had  a 
similar  eruption  several  times  since,  each  attack  being  slightly  less 
severe  than  the  last.  For  one  of  these  she  was  during  1883  under 
the  care  of  Dr.  Stephen  Mackenzie,  who  has  very  kindly  supplied 
me  with  many  of  the  above  particulars. 
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Present  condition. — Her  height  is  now  4  ft.  6  in.  She  thinks  that 
formerly  it  was  5  ft.  1  in. 

The  lower  extremities  are  seen  to  be  much  curved  outwards  and 
slightly  forwards,  and  that  in  the  erect  position  when  the  feet  are 
together  the  kuees  are  several  inches  apart.  Both  femora  and  tibiae 
are  much  thickened. 

The  spine  has  a  great  increase  in  its  dorsal  curvature  and  is  quite 
fixed,  so  that  the  body  is  much  bowed  forward  with  the  chin  over- 
hanging the  sternum.  A  few  of  the  highest  cervical  vertebrae  are, 
however,  quite  movable,  and  the  ribs  move  in  a  natural  manner  on 
deep  inspiration. 

The  clavicles  are  scarcely  altered  but  may  be  a  little  thicker  than 
natural.  The  skull  looks  a  great  deal  too  large  in  proportion  to  the 
face,  and  measures  twenty-two  inches  in  its  largest  circumference. 
It  will  be  seen  therefore  from  the  above  description  that  this  patient 
has  the  ordinary  features  of  osteitis  deformans,  and  were  there 
nothing  more  to  describe  it  would  be  scarcely  necessary,  in  the  p resent 
state  of  our  knowledge,  to  trouble  the  Society  with  the  notes  of  this 
case.  But  the  upper  extremities  are  the  parts  in  which  the  deformity 
reaches  its  height,  and  it  will  be  seen  that  it  is  here  uusymmetrical. 

The  right  humerus  is  straight  and  of  normal  size.  The  left 
humerus  is  very  much  thickened  from  one  end  to  the  other,  and  has 
a  large  anterior  curvature  occupying  the  whole  length  of  the  bone. 
In  measuring  along  the  arc  of  this  curve  the  left  is  still  half  to  three 
quarters  of  an  inch  longer  than  the  right  humerus.  One  would 
expect  if  there  were  no  increase  in  the  length  of  the  bone  that  the 
left  humerus  would  be  the  shorter  of  the  two,  especially  as  the  tape 
was  drawn  along  the  arc  of  the  curve. 

The  left  elbow  was  anchylosed  from  accident  or  disease  in  child- 
hood. This  might  possibly  account  for  the  increased  length  of  the 
humerus,  as  we  know  that  such  lengthening  sometimes  occurs  from 
disease  in  early  life  at  or  near  an  epiphysial  line.  But,  as  will  be 
seen  in  the  description  of  the  forearms,  this  explanation  cannot 
account  for  what  appears  to  be  an  increase  in  length  of  the  right 
radius.  The  right  radius  is  very  much  curved  and  thickened, 
especially  in  its  lower  third,  whilst  the  ulna  is  of  normal  size  and 
quite  straight.  The  hand  is  pronated  and  the  carpus  partially  dis- 
placed from  the  radius  and  ulna.  The  curve  of  the  radius  is  directed 
outwards  and  forwards,  whilst  the  hand  is  displaced  inwards  and 
backwards.     Consequently,  it  appears  as  if  the  radius  had  increased 
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in  length,  for  otherwise  the  hand  would  not  be  displaced  in  the 
opposite  direction  to  the  curvature  of  the  radius,  the  curve  alone 
reducing  somewhat  the  length  of  a  bone.  Yet  notwithstanding  its 
curvature  the  radius  looks  as  if  it  had  increased  iu  length  and 
pushed  the  hand  towards  the  ulnar  side.  The  left  forearm  appears 
to  be  noi'mal  in  every  respect. 

On  careful  inquiry  I  cannot  find  any  explanation  of  the  curvature 
of  the  bones  of  the  upper  extremities.  She  is  not  bed-ridden  and 
therefore  does  not  lean  on  her  arms  in  attempts  to  sit  up  in  bed. 
During  the  day  she  is  either  moving  about  the  house  or  sitting  in  a 
chair. 

The  absence  of  symmetry  in  this  particular  case  has  enabled  a 
comparison  to  be  made  between  the  affected  bones  of  one  upper 
extremity  with  the  unaffected  ones  of  the  other.  The  increased  length 
thus  demonstrated  in  the  upper  extremity  rather  suggests  that  the 
disease  is,  as  Sir  James  Paget  originally  thought,  an  ostitis  even  in 
its  earlier  stage,  and  not  atrophy.  In  looking  over  the  cases  record- 
ed in  the  Pathological  and  Clinical  Societies'  '  Transactions,'  since 
the  papers  first  published  by  Sir  James  Paget  in  the  '  Med.-Chir. 
Transactions,'  the  ages  of  some  of  the  patients  belong  to  that  period 
of  life  when  chronic  ostitis  is  not  at  all  uncommon.  For  example,  Dr. 
Stephen  Mackenzie's  patient,  a  "woman,  was  aged  48,  and  had  had 
the  disease  five  and  a  half  years.  Mr.  Treves's  patient,  a  woman,  was 
also  aged  48,  and  had  had  the  disease  five  years.  Mr.  Morris's  patient, 
a  man,  was  aged  42,  and  had  had  the  disease  twelve  years.  Mr. 
Howse's  patient,  a  man,  was  aged  37,  but  in  this  case  the  bones  were 
not  bent,  although  he  looked  upon  his  case  as  probably  one  of 
osteitis  deformans. 

Out  of  the  last  seven  cases  recorded  by  Sir  James  Paget  in  the 
'  Med.-Chir.  Trans,'  vol.  lxv,  five  are  reported  to  have  noticed  their 
first  symptoms  when  over  fifty  years  of  age.  Of  the  remaining  two, 
however,  one  was  forty  years  of  age,  and  the  other  twenty-eight 
when  the  first  signs  of  deformity  were  noticed. 

If  the  disease  in  its  earlier  stage  were  considered  as  one  of  rare- 
fying ostitis  in  which  the  bone,  although  spongy  and  soft,  may  be 
larger  than  normal,  the  explanation  given  by  Mr.  Lunn  of  an  early 
atrophy  and  subsequent  hypertrophy  would  be  unnecessary.  For 
the  varying  conditions  that  may  be  found  in  simple  chronic  ostitis 
would  be  quite  sufficient  to  account  for  all  the  phenomena. 

The  microscopical  characters  also  support  this  view,  for  in  Dr. 
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Sharkey's  report  of  Mr.  Luun's  specimen  it  is  stated  that  "  rarefying 
ostitis  appears  to  be  the  predominant  process,"  and  that  "  there  is 
also  clear  evidence  of  a  formative  ostitis."  The  same  opinion  is 
also  clearly  expressed  by  Mr.  Butlin  in  his  description  of  the 
microscopical  characters  of  Sir  James  Paget's  specimens. 

The  increase  of  length  hi  some  of  the  bones  at  this  period  of  life 
which  the  absence  of  symmetry  has  enabled  me  to  demonstrate 
comes  as  an  additional  confirmation  of  this  view,  that  the  disease  is 
really  of  the  nature  of  chronic  ostitis.  This  case  may,  I  think,  also 
throw  some  light  upon  those  instances  in  which  only  one  bone 
shows  general  enlargement  and  curvature,  such  as  the  case  recorded 
by  Mr.  Bowlby  ('Path.  Soc.  Trans.,'  vol.  xxxiv,  p.  193).  For 
if  this  patient  had  not  shown  general  signs  of  the  disease,  but 
only  the  unsymmetrical  enlargement  and  elongation  of  some  of 
the  bones  of  the  upper  extremities,  there  would  have  been  the  same 
difficulty  in  proving  the  case  to  be  one  of  osteitis  deformans. 

March  6th,  1888. 


15.   Osteitis  deformans,  associated  with  lymphomatous  nodules 
in  the  spleen. 

By  James  F.  G-oodhart,  M.D. 

These  specimens,  a  part  of  the  calvaria,  of  the  spine,  and  the 
spleen,  are  from  a  man  of  65  years,  who  was  for  some  time 
under  the  care  of  Mr.  Roots,  of  Kingston-on-Thames. 

Originally  a  post-boy,  he  had  had  to  do  with  horses  all  his  life,  and 
in  consequence,  I  suppose,  he  was  of  the  extremely  slim  build  and 
small  stature  characteristic  of  that  employment,  but  his  head  was 
enormous,  and  suggested  his  disease  at  a  glance.  He  had  enjoyed 
good  health  till  about  four  months  before  his  death,  when  he 
began  to  lose  his  strength  and  appetite,  and  also  to  emaciate.  I 
saw  him  on  four  separate  occasions,  and  was  never  able  to  find 
any  positive  disease  except  that  in  his  bones,  and  we  therefore 
inferred  that  there  must  be  some  visceral  cancer. 
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He  told  us  tbat  for  years  (about  fifteen  he  thought)  his  head 
had  been  growing  larger,  and  the  hats  which  he  had  worn  in  his 
earlier  rears  would  now  only  lodge  on  the  top  of  his  head.  A  year 
ago  its  circumference,  measured  by  Mr.  Irwin  Palmer,  was  twenty- 
two  and  a  half  inches.  He  had  not  noticed  that  he  had  grown 
shorter. 

He  was  a  wrinkled  old  man  with  an  enormous,  rather  bossy 
head,  measuring  in  circumference  twenty  five  and  a  half  inches,  so 
that  it  had  gained  three  inches  in  about  a  year. 

There  was  very  little  of  him,  and  he  was  apparently  a  good  deal 
emaciated ;  his  back  was  curved,  his  thighs  bowed  outwards,  his 
tibia?  curved  forwards.  His  clavicles  also  were  much  curved,  but  I 
could  not  say  that  any  of  his  bones  were  enlarged  except  those 
of  the  skull. 

His  thorax  was  laterally  compressed,  and  he  moved  its  walls 
feebly. 

There  was  some  resistance  in  the  epigastrium,  but  with  this 
exception,  and  the  feeble  movement  of  his  lungs,  the  position  and 
the  working  of  his  viscera  were  normal. 

The  autopsy  was  made  by  Mr.  Roots,  Mr.  Irwin  Palmer,  and 
myself.  The  skull  was  heavy,  soft,  and  thick,  three  quarters  of  an 
inch  in  some  parts.  The  clavicles  were  thickened,  and  the  first  rib 
also.  All  down  the  front  of  the  bodies  of  the  vertebrae  new  soft 
porous  bone  had  been  deposited,  and  the  bodies  of  many  of  the 
vertebrae  were  rarefied  and  some  thickened.  The  alee  of  the  ilia 
were  also  thickened,  and  bulged  into  the  iliac  fossae  to  a  moderate 
extent.  The  long  bones,  although  some  of  them  altered  in  curve, 
were  not  obviously  diseased,  but  the  inspection  was  made  late  in 
the  evening  and  under  difficulties,  and  in  this  respect  not 
thoroughly. 

There  were  many  small  fleshy  tubera,  apparently  of  a  cancerous 
nature  in  the  liver,  and  several  firm,  fleshy,  cancer-like  glands  iu 
the  mediastinum  and  abdomen.  There  were  one  or  two  small 
nodules  of  growth  in  the  pleura. 

But  the  chief  peculiarity  was  that  the  spleen  was  full  of  large 
circumscribed  yellow  masses,  and  presented  the  typical  aj:>pearance 
of  the  hardbake  spleen  of  Hodgkin's  disease. 

The  lungs,  heart,  thyroid,  stomach,  gall-bladder,  urinary  bladder, 
prostate,  kidney,  and  intestines  were  all  healthy,  and  no  obviously 
primary  source  of  growth  could  be  discovered. 
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The  yellow  masses  in  the  spleen  consist  of  some  obscurely 
fibrillated,  almost  structureless  material  with  Malpighian  corpuscles 
on  their  outskirts,  which  from  their  appearance  give  the  impression 
that  they  are  taking  part  in  the  same  process  of  degeneration. 

The  masses  are  more  fibrous  than  the  genei'al  run  of  tubercular 
formations,  but  I  do  not  think  that  they  are  more  so  than  the 
lymphomatosis  nodules  in  the  spleen  of  Hodgkin's  disease  when 
these  have  attained  any  large  size,  and  I  think  they  ai*e  of  lympho- 
matous nature.     They  are  certainly  not  sarcomatous. 

The  nodules  in  the  liver  were  all  fleshy  and  free  from  any 
tendency  to  caseate,  but  I  have  to  regret  that  the  specimen,  and 
also  that  of  the  fleshy  glands,  were  lost  or  left  behind  at  the  time 
of  the  inspection. 

The  case  is,  however,  worth  record  for  the  curious  but  interesting 
association  of  Hodgkin's  disease  of  the  spleen  with  osteitis 
deformans.  This  association  may  have  been  a  mere  coincidence, 
but  I  am  the  rather  inclined  to  think  that  it  is  another  evidence 
of  the  inveterate  tendency  to  cell  growth  that  exists  in  this  peculiar 
disease,  osteitis  deformans. 

As  regards  the  nature  of  the  splenic  tumours,  however,  I  would 
say  this,  that  I  am  not  altogether  sure  that  the  appearances  here 
described  may  not  be  common  to  several  distinct  growths. 

I  had  not  purposed  to  say  anything  specially  directed  to  the 
intimate  nature  of  osteitis  deformans,  but  the  remarks  of  Mr. 
Clutton  upon  his  case  lead  me  to  say  that  I  doubt  the  soundness 
of  the  conclusion  that  the  disease  is  a  rarefying  ostitis  because  of 
the  frequent  asymmetry  of  the  disease  or  its  localisation  to  one 
bone.  I  admit  the  fact — my  own  case  is  an  evidence  thereto — but 
surely  there  is  abundant  evidence  of  asymmetry  in  all  regions  of 
tumour  growth,  and  as  to  the  presence  of  what  has  been  called  a 
rarefying  ostitis,  a  large  number  of  the  tumours  of  bone  show  the 
same,  and  did  they  not,  I  doubt  whether  its  presence  in  this 
disease  is  sufficient  for  the  conclusion  that  the  disease  is  inflamma- 
tory, any  more  than  the  concurrence  of  atrophy  of  the  muscles  in 
pseudo-hypertrophic  paralysis  is  sufficient  to  allow  of  the  conclu- 
sion that  that  disease  is  a  simple  muscular  atrophy. 

I  will  only  add  that  the  disease  osteitis  deformans  seems  to  me 
to  present  on  the  whole  an  obstacle  to  the  recent  doctrine  that 
cancer,  to  use  it  as  a  very  general  term,  is  induced  by  some  extra- 
neous germ.     At  any  rate  this  much  may  be  said  of  it,  that  in  it,  and 
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its  more  usual  outcome  of  tumour  of  some  kind,  we  have  an  equally" 
probable  hypothesis  that  cancers  are,  through  the  line  of  hyper- 
trophy and  inflammation,  but  a  misguided  process  of  evolution, 
and  I  cannot  but  think  that  there  is  still  room  for  a  purely  cellular 
theory  of  cancer.  I  would  even  put  it  stronger,  and  say  that 
instead  of  seeing  any  strangeness  in  the  occasional  occurrence  of  a 
cancer,  knowing  what  we  do  know  of  the  physiology  of  cell  life,  it 
would  be  stranger  still  were  something  of  the  nature  of  cancer 
wanting  in  pathology.  March  20th,  1888. 


16.  A  case  of  osteitis  deformans.     (Card  specimen?) 
By  John  E,.  Lunn. 

The  patient  from  whom  these  specimens  (calvarium,  clavicle,  and 
lower  jaw)  were  removed  was  a  man,  aged  68,  subject  to 
osteitis  deformans,  whose  case  was  fully  described  in  the  Clinical 
Society's  'Transactions,'  vol.  xviii,  pp.  274,  275.  A  year  before  he 
died  he  developed  symptoms  of  bulbar  paralysis  with  extreme 
wasting  of  his  tongue,  dysphagia,  and  some  loss  of  taste ;  the 
lower  jaw  protruded  three  quarters  of  an  inch  beyond  the  upper. 

Post-mortem  notes. — Body  is  much  emaciated.  The  femur  on 
each  side  is  curved  outwards ;  there  are  six  inches  between  knees 
when  the  feet  are  touching. 

Skull :  The  dura  mater  is  firmly  adherent  to  the  skull  cap, 
which  is  enormously  thickened,  and  weighs  1  lb.  11  oz.  There  are 
bosses  on  the  orbital  plates. 

Brain  weighs  2  lbs.  14  oz. ;  normal,  except  frontal  lobes  rather 
atrophied.     Arteries  rather  atheromatous. 

Lower  jaw  is  much  thickened  and  protruding.  Tongue  is  very 
wasted. 

Eyes  :  Double  ectropion. 

Thenar  and  interossei  muscles  much  wasted ;  also  wasting  o 
muscles  of  thighs. 

Femur  was  found  to  be  brittle  and  could  be  easily  cut  through. 

Spinal  column  :  No  displacement  of  vertebra  ;  marked  curvature ; 
spinous  processes  much  thickened. 
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Spinal  cord :  Soft  in  cervical  region  ;  almost  pulpy  opposite  first 
and  second  dorsal  and  seventh  cervical  vertebrae. 

Eight  lung  :  Weight  1  lb.  8  oz. ;  hypostatic  congestion. 

Left  lung  :  Same  as  right. 

Heart :  Weight  14  oz. ;  no  clots  ;  mitral  valve  thickened ;  left 
ventricle  hypertrophied. 

Aorta  :  Transverse  patches  of  calcareous  substance  on  anterior 
surface. 

Other  organs  healthy.  May  loth,  1888. 


17.  Caries  without  suppuration. 
By  Frederic  S.  Eve. 

I  desire  briefly  to  call  the  attention  of  the  Society  to  some  speci- 
mens of  extensive  caries  without  suppuration  which  seemed 
to  me  unusual.  A  familiar  example  of  dry  caries  is  that  occurring 
on  the  articular  surfaces  of  the  bones  in  osteo-arthritis.  It  is  also 
common  in  syphilis,  especially  on  the  skull.  Here  interstitial 
destruction  of  the  bone  takes  place  by  the  formation  of  circular 
patches  of  gummatous  material  in  the  cancellous  spaces.  In  tuber- 
culosis of  bone,  softening  and  suppuration  are  decidedly  the  rule, 
but  I  am  under  the  impression  that  dry  caries  is  not  exceedingly 
rare  even  in  the  later  stages  of  this  disease.  Clinically,  many  cases  of 
extensive  angular  curvature  are  unaccompanied  by  external  abscess, 
but  probably  in  the  majority  of  these  the  abscess  does  not  make 
its  way  to  the  surface,  and  finally  dries  up.  I  may  refer  to  this 
specimen  (Fb.  54)  from  the  London  Hosjrital  as  an  example  of 
extensive  superficial  caries  of  the  vertebrae  without  any  evidence  of 
suppuration,  although  there  is  a  little  caseous  detritus  about  the 
eroded  surface.  The  specimen  is  thus  described  in  the  Catalogue : 
"  Parts  of  the  bodies  of  two  adjacent  vertebrae.  The  inter- 
vertebral substance  has  been  destroyed,  and  a  very  considerable 
angular  projection  has  been  produced.  In  the  bodies  of  both  the 
vertebrae  involved  there  are  isolated  cavities  containing  a  structure 
not  unlike  crude  tubercle.  The  specimen  was  removed  from  a  man, 
aged  39,  whose  leg  Mr.  Luke  had  amputated  on  account  of  disease 
of  the   tarsal   bones  and  ankle-joint.     Two   years  previously  an 


CARIES    WITHOUT    SUPPURATION.  267 

ssue  had  been  made  in  his  back  on  accou  it  of  the  disease  of  the 
spine,  and  this  was  believed  to  have  been  arrested.  A  quantity  of 
caseous  deposit  was  found  at  the  post-mortem  around  the  seat  of 
the  disease,  and  a  small  fragment  of  dead  bone  was  detached. 
From  the  notes  it  seems  clear  that  no  abscess  had  ever  burst  exter- 
nally, and  that  no  collection  of  fluid  pus  was  found  at  the  post- 
mortem." 

I  am  able  to  exhibit  another  example  from  the  Museum  of  the 
Eoyal  College  of  Surgeons,  Specimen  No.  2065.  It  shows  a  vertical 
antero-posterior  section  of  the  spine  in  the  dorso-lumbar  region, 
with  extensive  caries  of  the  adjacent  surfaces  of  the  last  dorsal 
and  first  lumbar  vertebrae,  and  destruction  of  the  intervertebral 
substances.  Towards  the  anterior  part  of  the  spine  is  a  cavity 
filled  with  two  small  sequestra  of  cancellous  tissue,  and  a  little 
caseous  material.  Behind  this  is  a  firmer  material  composed  of 
granulation  tissue  containing  a  few  particles  of  bone.  I  have  exa- 
mined the  specimen  out  of  the  bottle,  and  am  unable  to  find  the 
least  trace  of  suppuration.1 

Theoretically,  suppuration  in  tuberculosis  of  the  bone  might  be 
expected  to  be  the  exception  rather  than  the  rule.  Visceral  tuber- 
culosis is  not  generally  accompanied  with  suppuration  unless  the 
diseased  part  communicates  directly  or  indirectly  with  one  of  the 
orifices  of  the  body.  Further,  we  should  not  expect  the  tubercle 
bacillus  to  have  a  pyogenic  action  unless  accompanied  by  the  micro- 
coccus of  suppuration.  In  fact,  it  often  is  thus  accompanied.  Sup- 
puration is  probably  more  common  in  bone  than  in  internal  organs, 
owing  to  its  comparatively  low  vitality.  Permit  me  now  to  draw 
your  attention  to  two  specimens  of  caries  without  suppuration 
which  seem  to  me  to  possess  exceptional  characters.  This  specimen 
was  presented  to  the  Museum  of  Surgeons  by  Mr.  Jonathan 
Hutchinson  in  1882.  I  have  described  it  in  the  Pathological 
Catalogue,  No.  1284  a.  It  comprises  a  section  of  the  os  calcis. 
The  whole  of  the  cancellous  tissue  of  the  bone  has  been  removed, 
and  its  place  is  occupied  by  soft  granulation  tissue  containing  a  few 
spicula  of  bone.  It  is  surrounded  by  a  wall  of  slightly  thickened 
bone.     In  the  recent  state  pus  could  be  detected  neither  in  the 

1  Mr.  Hutchinson  has  recorded  a  remarkable  specimen  of  caries  of  the 
articular  surfaces  of  a  knee-joint  without  suppuration  (c  Trans.  Path.  Soc.,' 
vol.  xxxviii,  p.  312,  1887).  Since  writing  this  communication  I  have  examined 
the  articular  end  of  the  femur  and  found  typical  tuberculosis. 
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bone  nor  in  the  surrounding  soft  parts,  and  no  sinuses  were  found. 
The  adjacent  parts  were  healthy.  The  granulation  tissue  showed 
no  caseous  deposits  or  patches  of  softening.  Microscopically  there 
was  no  evidence  of  tubercle.  And  in  the  soft  connective  tissue 
organisation  and  ossification  appeared  to  be  commencing.  The 
specimen  was  removed  from  a  delicate  woman  aged  50.  Consider- 
able swelling  about  the  ankle  had  existed  for  many  months,  and 
she  had  suffered  with  aching  pain  in  the  heel.  The  patient  made 
a  good  recovery,  and  as  far  as  could  be  ascertained  had  no  return 
of  the  disease.  Mr.  Hutchinson  thinks  that  there  was  an  indefinite 
family  history  of  tuberculosis. 

The  second  specimen  was  presented  to  the  Museum  by  Mr- 
Buchanan,  of  Glasgow  (see  Catalogue,  No.  1284  b)  : — "  It  also  is  half 
of  an  os  calcis  divided  vertically.  Beneath  the  epiphysial  cartilage 
of  the  tuberosity  a  band  of  cancellous  tissue  of  considerable  thick- 
ness has  been  destroyed  and  replaced  by  a  layer  of  soft  granulation 
tissue.  The  remaining  cancellous  tissue  is  rendered  extremely  hard 
and  dense  by  new  bone  deposited  in  the  cancellous  spaces.  Suppu- 
ration had  not  taken  place.  The  os  calcis  was  excised.  From  a  girl 
aged  10,  who  had  suffered  with  slight  pain  and  swelling  of  the  heel." 
The  appearance  and  circumscribed  character  of  the  lesion,  and 
the  abundant  evidence  of  repair  in  the  remainder  of  the  bone,  are 
strong  evidence  against  tuberculosis  in  this  case,  but  I  had  not  an 
opportunity  of  making  a  microscopic  examination.  The  first  case 
is  much  the  more  remarkable  from  the  extreme  destruction  of  the 
bone  without  suppuration.  The  view  that  the  disease  was  not 
tubercular  is  supported  by  the  absence  of  caseous  material  or  of 
tubercle  microscopically,  and  the  signs  of  commencing  repair. 
Such  a  case  as  this  must  not  be  confounded  with  the  common 
examples  of  rarefactive  ostitis,  either  as  the  early  stage  of  sinrple 
inflammation  or  of  tuberculosis  of  bone.  Of  these  the  former,  as  a 
rule,  soon  terminate  in  resolution  or  sclerosis,  the  latter  in  softening 
and  suppuration.  Bacteriology  may  also  furnish  us  with  the  key 
to  these  cases  of  destructive  disease  of  bone  without  suppuration, 
if  we  suppose  that  an  inflammation  has  been  excited  by  some 
trauma,  and  that  pyogenic  micrococci  have  failed  to  gain  access  to 
the  inflammatory  focus. 

I  may  also  draw  attention  to  a  specimen  of  widely  destructive 
dry  caries  of  the  knee-joint  previously  exhibited  by  Dr.  Lediard 
('  Transactions.'  vol.  xxxiv,  1883,  p.  229),  and  now  preserved  in  the 
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Royal  College  of  Surgeons  Museum.  Dr.  Lediard  has  kindly  sent 
me  further  details  of  the  case,  but  no  explanation  of  the  peculiar 
character  of  the  disease  has  come  to  light.        February  7th,  1888. 


1 8.  Part  of  an  ancient  Egyptian  skull  affected  with  osteo-porosis. 
{Card  specimen.) 

By  Frederic  S.  Eve. 

A  portion  of  a  parietal  bone  affected  with  osteo-porosis.  It 
was  found  in  an  Egyptian  tomb,  at  Tell  Nebesheh,  of  the 
period  Saite  to  Ptolemaic.  The  bone  is  much  thickened,  and  com- 
posed throughout  of  finely  porous  cancellous  tissue.  Its  surface  is 
rough  and  marked  by  numerous  arborescent  grooves  and  minute 
apertures.  On  its  inner  surface  the  canals  for  blood-vessels  are 
deepened.  The  condition  of  the  bone  does  not  correspond  alto- 
gether with  the  appearances  of  osteitis  deformans. 

The  specimen  was  presented  to  the  Royal  College  of  Surgeons 
Museum  by  the  Egyptian  Exploration  Society. 

October  18th,  1887. 


19.   Case  of  myxom,a  of  cranium. 

By  Ernest  H.  Jacob,  M.D. 

[With  Plate  XVI,  fig.  2.] 

JT — ,  aged  55,  was  admitted  to  the  Leeds  Infirmary  on  July 
•  19th,  1887,  under  the  care  of  Dr.  Eddison.  He  was  in  a 
comatose  condition,  and  died  a  few  hours  after  admission.  The 
autopsy  showed  the  cause  of  death  to  be  uraemia  from  granular 
kidneys,  but  the  cranial  condition  was  remarkable,  though  appa- 
rently it  had  given  rise  to  no  peculiar  symptoms. 

Externally  there  was  considerable  bulging  over  the  left  parietal 
and  occipital  region,  especially  at  the  posterior  aspect,  beginning 
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about  an  inch  to  the  right  of  the  middle  line,  extending  backwards 
almost  to  the  base  of  the  skull.  The  surface  was  rough,  hard,  and 
nodular,  except  for  a  space  about  three  or  four  inches  immediately 
above  the  squamous  pai't  of  the  temporal,  where  the  skull  was  soft 
and  j)erforated  by  a  number  of  small  holes.  Something  of  the 
same  condition  was  also  seen  at  the  external  angular  process  of  the 
frontal  on  the  same  side. 

A  section  made  transversely  from  side  to  side  through  the  most 
prominent  part  of  the  jDrojecting  mass  showed  it  to  be  formed  by 
a  soft  growth  of  white  colour  gi'owing  from  the  diploe  and  distending 
the  tables  (PI.  XVI,  fig.  2).  The  greatest  thickness  was  an  inch 
and  a  quarter,  the  outer  table  being  here  about  one  sixteenth  of  an 
inch  thick,  and  the  inner  rather  less.  The  growth  extended  over 
the  whole  of  the  parietal  and  a  small  part  of  the  frontal  region  as 
described  above,  but  there  was  general  thickening  of  the  bone  in 
the  occipital  region,  and  for  about  an  inch  from  the  upper  part  of 
the  squamous.  The  bone  of  the  whole  of  the  upper  part  of  the 
cranium  was  unusually  hard.  Thei'e  was  very  little  encroachment 
on  the  cranial  cavity,  the  upper  table  having  yielded  to  the  pressure 
of  the  growth.  Microscopically  the  growth  appeared  to  consist  of 
myxomatous  tissue  interspersed  with  spicules  of  bone. 

October  18th,  1887. 


20.  A  parosteal  lipoma,  or  congenital  fatty  tumour,  connected 
with  the  periosteum  of  the  femur. 

By  D'Aect  Power,  M.B. 

The  specimen  which  I  exhibit  to  you  this  evening  presents  many 
points  of  interest.  It  is  an  example  of  the  comparatively  rare 
form  of  the  congenital  fatty  tumour  which  grows  from,  or  has 
developed  an  intimate  relation  with,  the  periosteum.  To  this  form 
of  tumour  the  term  parosteal  lipoma  has  been  applied.  The 
tumour  was  removed  from  the  thigh  of  a  boy  aged  9  years,  who 
was  admitted  into  St.  Bartholomew's  Hospital  under  the  care  of  Mr. 
Thomas  Smith.  The  following  notes  were  taken  at  the  time  of  his 
admission : — "  He  has  a  soft,  painless,  and  elastic  swelling  extending 
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over  the  upper  third  of  the  left  thigh,  and  along  its  outer  aspect. 
The  skin  is  freely  movable  over  the  tumour,  but  the  superficial 
veins  in  this  region  are  somewhat  distended.  The  left  thigh 
measures  seventeen  inches  in  circumference  at  its  thickest  part, 
whilst  the  right  thigh  at  the  corresponding  point  only  measures 
fourteen  and  a  half  inches."  The  tumour  was  thought  to  contain 
pus,  and  was  punctured  with  an  aspirating  needle  ;  a  small  quantity 
of  blood  was  alone  obtained.  An  incision  was  subsecpiently  made 
over  the  swelling,  and  the  tumour  was  found  to  be  fatty  in  nature, 
and  to  be  firmly  attached  to  the  periosteum  of  the  femur  by  a 
broad  base  which  commenced  immediately  below  the  lesser 
trochanter.  The  line  of  attachment  was  so  firm  that  considerable 
difficulty  was  experienced  in  removing  the  tumour.  The  patient 
made  a  good  recovery  except  for  a  trifling  secondary  haemorrhage 
which  was  readily  controlled. 

The  tumour  is  large  and  irregular,  weighing  15  oz.,  and  measuring 
six  inches  by  five.  It  is  divided  into  several  lobes  which  are 
held  together  by  areolar  tissue,  but  it  is  only  partially  encapsuled. 
Many  pieces  of  muscular  tissue  are  attached  to  the  capsule  in 
different  parts,  but  1  believe  that  their  presence  is  purely  accidental, 
and  that  they  are  not  in  any  way  to  be  taken  as  indications  that 
the  tumour  grew  from  the  deeper  intermuscular  planes  of  connective 
tissue,  only  secondarily  becoming  attached  to  the  periosteum.  The 
growth  is  extremely  firm,  and  consists  of  fat  held  together  by 
trabeculse  of  dense  fibrous  tissue.  Microscopical  examination 
confirms  the  naked-eye  appearances,  for  the  sections  show  collections 
of  fat-cells,  separated  by  thick  bundles  of  connective  tissue.  There 
is  no  muscular  fibre  in  the  growth  so  far  as  I  have  examined  it, 
nor  does  it  appear  to  be  undergoing  any  degenerative  changes. 

Parosteal  lipomata  are  rare,  and  indeed  the  author  of  the  article 
on  tumours  of  bone  in  Ashhurst's  '  Encyclopedia  of  Surgery  n  only 
alludes  to  three  cases  of  the  kind,  and  states  that  "  upon  these 
three  observations  i*ests  the  belief  in  this  variety  of  neoplasm."  I 
imagine,  however,  that  they  are  not  so  rare  as  this  statement  would 
imply,  for  accounts  of  similar  tumours  have  been  recorded,  though 
I  do  not  find  them  to  be  very  numerous.  Of  these  the  most 
interesting  to  the  Society  are  those  alluded  to  by  our  President  in 
his  '  Lectures  on  Surgical  Pathology  '  ;2  and  those  exhibited  by  Mr. 

1  Vol.  vi,  p.  980. 

2  Ed.  i,  Lond.,  1853,  vol.  ii,  p.  98. 
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bomas  Smith  in  1866  and  1868  ;*  and  by  Mr.  John  Wood2  in  1875. 
Mr.  Butliu,3  too,  has  written  an  instructive  paper   upon  growths  of 

is  nature. 

The  points  of  especial  interest  about  the  growth  are,  that  it  is  a 
congenital  fatty  tumour,  and  this  in  itself  is  extremely  rare. 
Secondly,  it  is  attached  to  the  periosteum,  a  very  unusual  feature. 
Upon  this  point  Mr.  Butlin  says,4  "  It  seems  very  probable  that 
such  growths  commence  as  fibrous  or  fibro-cellular  tumours,  and 
that  the  formation  of  fat  is  a  later  change,  not  very  late  per- 
haps, but  occurring  soon  after  the  first  appearance  of  the  tumour, 
and  proceeding  almost  collaterally  with  its  growth.  The  large 
quantity  of  fibrous  tissue  contained  in  most  of  these  tumours,  the 
ill-developed  nature  of  the  adipose  tissue  as  shown  by  the  micro- 
scope, and  the  strange  fact  that  nearly  half  the  cases  collected  are 
stated  to  have  been  attached  to  bone  or  periosteum,  sometimes 
immediately,  and  sometimes  by  a  fibrous  pedicle,  whilst  several  of 
them  are  stated  to  have  actually  ariseu  from  bone,  have  led  me  to 
this  belief.  A  less  likely  bed  than  the  periosteum  for  the  origin  of 
a  fatty  tumour  can  scarcely  be  imagined,  whereas  it  is  one  of  the 
ordinary  seats  of  origin  of  a  fibroma."  It  appears  to  me,  however, 
that  there  is  no  special  reason  why  lipomata  should  not  spring 
from  the  periosteum,  for  they  are  connective-tissue  growths  com- 
mencing as  localised  proliferations  of  cells  which  rapidly  become 
infiltrated  witb  fat. 

The  last  point  of  interest  which  I  shall  touch  upon  in  connection 
with  the  tumour  is  the  fact  that  the  capsule  is  deficient  over  the 
greater  part  of  its  circumference.  The  shaggy  appearance  of  the 
diffuse  portion  of  the  growth  contrasts  well  with  the  smooth  outline 
of  that  which  is  bounded  by  a  well-defined  fibro-cellular  coat. 

The  specimen  is  preserved  in  the  museum  of  St.  Bartholomew's 
Hospital,  Series  i,  No.  436  (a).  February  2lst,  1888. 

1  '  Trans,  of  the  Path.  Soc.,'  vol.  xvii,  p.  286,  and  vol.  xix,  p.  344. 

2  lb.,  vol.  xxvi,  p.  190. 

3  '  St.  Bartholomew's  Hospital  Reports,'  vol.  xiii  (1877),  pp.  179 — 185. 

4  Op.  cit.,  p.  184. 
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DESCRIPTION  OF  PLATE  XVIII. 

Figs.  1  and  2  illustrate  Mr.  Eve's  case  of  Central  Fibrosarcoma 
of  Tibia  with  Cystic  Degeneration.     (Page  273.) 

Fig.  1. — Section  showing  degeneration,  apparently  mucoid,  of  a  portion  of  the 
tumour,  this  change  being  probably  the  precursor  of  cyst  formation.  Zeiss  D, 
oc.  I. 

Fig.  2. — Section  showing  the  microscopic  appearances  of  the  bulk  of  the 
tumour.  It  exhibits  wavy  bands  of  well-developed  fibrous  tissue  studded  with  a 
few  nuclei. 

Fig.  3  illustrates  Mr.  Eve's  case  of  Tuberculosis  of  the  Skin 
of  the  Hand.     (Page  369.) 

The  section  shows  a  miliary  tubercle  containing  three  giant-cells,    x  320  diarn. 

Fig.  4. — Drawing  of  a  Rabbit's  Head  after  Inoculation  with 
Lupus,  exhibited  by  Mr.  Eve.     (Page  365.) 

Near  the  base  of  the  right  ear  is  a  large  dry  ulcer,  which  followed  the  subcu- 
taneous insertion  of  fragments  from  a  case  of  lupus  vulgaris.  Nearer  the  tip  of 
the  ear  is  a  similar  but  much  smaller  ulcer  which  developed  at  a  distance  from  the 
seat  of  primary  inoculation.  There  is  also  superficial  ulceration  of  the  posterior 
margin  of  the  ear.  On  the  left  ear  is  a  cold  abscess  the  result  of  inoculation  of 
pus  from  the  ulcer  on  the  right  ear. 
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21.  Specimen  of  central  fibrosarcoma  expanding  tibia,  accom- 
panied by  extreme  cystic  degeneration ;  with  remarks  on 
the  relation  of  injury  and  inflammation  to  the  production  of 
sarcoma  of  the  bones. 

By  Frederic  S.  Eve. 

[With  Plate  XVIII,  figs.  1  and  2.] 

The  tibia  was  greatly  enlarged  and  fusiform.  On  section,  its 
walls  were  found  to  be  evenly  expanded  by  the  growth  of  a 
central  sarcoma,  which  occupied  its  whole  length.  In  the  upper 
half  of  the  section  the  tumour  had  completely  undergone  cystic 
degeneration,  the  cysts  being  of  large  size,  with  smooth  walls,  and 
separated  from  each  other  only  by  thin  septa.  In  the  lower  half 
it  was  composed  of  homogeneous  or  faintly  fibrillated  substance 
enclosing  only  a  few  cysts.  The  remains  of  the  tibia  formed  a 
smooth,  thin,  and  almost  complete  wall  around  the  tumour.  The 
expansion  of  the  bone  extended  up  to  the  articular  ends,  which 
were  intact.  The  outer  wall,  after  maceration,  showed  a  trabecu- 
lation  or  basket-work.  The  cysts  contained  a  yellowish  fluid, 
very  rich  in  cholesterine,  which  formed  a  thick  coating  of  silvery 
particles. 

Under  the  microscope  the  firmer  parts  of  the  tumour  were  com- 
posed of  broad  wavy  bands  of  well-formed  fibrous  tissue,  studded 
with  a  few  flattened  nuclei  (PI.  XVIII,  fig.  2).  From  this  transi- 
tions passed  to  a  lowly-organised  tissue  consisting  of  round  nuclei 
separated  by  a  scanty  homogeneous,  or  imperfectly  fibrillated 
stroma.  In  some  sections  a  mucoid  degeneration  of  the  tissues  was 
observed,  leading  to  softening  and  the  formation  of  spaces  (fig.  1)  ; 
it  was  doubtless  by  this  means  that  the  cysts  originated. 

The  specimen  was  removed,  by  amputation  at  the  knee-joint, 
from  a  man  aged  24.  Ten  years  previously  he  sustained  a 
fracture  of  the  tibia  a  little  below  the  middle.  "  It  had  ached 
more  or  less  ever  since,  especially  during  changes  in  the  weather. 
A  small  lump  always  remained  in  the  neighbourhood  of  the 
break ;  but  nine  months  ago  the  leg  began  to  enlarge  generally,  and 
has  continued  to  grow  and  to  pain  him  since.  He  continued  at 
his  work  until  his  admission  into  hospital."     The  above  details  are 

18 


274  OSSEOUS    SYSTEM. 

taken  from  a  letter  by  Mr.  W.  T.  Clegg,  of  Liverpool,  who  presented 
the  specimen  to  the  Museum  of  the  Royal  College  of  Surgeons, 
where  it  is  preserved. 

Remarks. — The  specimen  above  described  offers  several  points  of 
interest.  In  the  first  place,  it  is  unusual  for  a  central  tumour  of 
bone  to  be  microscopically  so  highly  organized ;  they  are  usually 
round-celled  or  myeloid  sarcomata.  In  fact,  with  the  exception  of 
some  tumours  of  the  lower  jaw  and  a  subperiosteal  tumour  in  a 
dog  in  St.  Bartholomew's  Hospital  Museum,  I  have  never  met 
with  a  tumour  of  bone  so  highly  organized  ;  that  is,  in  which 
the  cellular  or  embryonic  elements  had  to  so  large  an  extent 
undergone  development  into  fibrous  tissue.  Again,  such  an  exten- 
sive cyst  formation  in  a  sarcomatous  tumour  of  bone  is,  in  my 
experience,  unparalleled,  and  the  mode  of  formation  of  the  cyst  with 
the  occurrence  of  cholesterine  are  of  some  pathological  interest. 

Several  observers,  myself  included,  have  drawn  attention  to  the 
etiological  relation  between  injuries  and  inflammations  of  bone 
and  tumour  formations.  As  already  stated,  a  fracture  of  the 
limb  occurred,  in  the  case  related,  nine  or  ten  years  before  the 
appearance  of  the  tumour ;  and  from  the  history  of  persistent  pain 
and  swelling  at  the  seat  of  fracture  it  is  probable  that  a  condition 
of  chronic  inflammation  remained. 

Considering  the  highly  organized  character  of  the  tumour  it 
does  not  seem  too  wide  a  stretch  of  the  imagination  to  compare  it 
to  overgrown  callus-tissue,  which,  instead  of  ossifying,  has  gone  on 
continuously  growing. 

In  some  respects  it  presents  some  affinities  with  a  remarkable 
specimen1  exhibited  at  this  Society  by  Mr.  Bilton  Pollard  ('  Trans- 
actions,' vol.  xxxvi,  1885,  p.  388),  in  which  a  growth  of  uncertain 
nature,  but  resembling  microscopically  callus-tissue,  occurred  as  a 
fusiform  swelling  involving  the  whole  thickness  of  the  tibia  of  a  child 
aged  5  years.  A  year  before  the  appearance  of  the  swelling  the  child 
sustained  a  severe  injury  to  the  leg,  but  it  was  uncertain  if  it  had 
been  broken.  The  specimen  was  submitted  for  examination  to  a 
full  meeting  of  the  Morbid  Growths  Committee  of  the  Pathological 
Society,  and  the  members  could  not  come  to  a  unanimous  opinion, 
one  half  believing  the  growth  to  be  an  inflammatory  new  formation 
allied  to  the  fibrous  matrix  of  callus,  the  other  half  preferring  to 
call  it  a  sarcoma. 

1  J'reserved  in  Itoyal  College  of  Surgeons  Museum,  No.  1241  n. 
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I  might  instance  many  other  tumours  of  bone,  which  were 
apparently  excited  by  a  blow,  fracture,  or  other  injury,  but  will 
only  mention  three,  in  some  respects  remarkable.  They  are  both 
in  the  museum  of  St.  Bartholomew's  Hospital.  One  (No.  454), 
like  the  specimen  forming  the  subject  of  this  paper,  is  a  fibro- 
sarcoma, and  springs  from  the  front  and  inner  surface  of  the  tibia. 
The  patient,  a  woman  aged  32,  sustained  a  fracture  of  the 
middle  of  the  leg,  and  shortly  afterwards  the  tumour  appeared. 
Three  years  later  she  again  fractured  the  same  bone  lower  down, 
and  the  line  of  fracture  is  still  distinguishable.  The  tumour  grew 
very  slowly,  for  it  was  first  noticed  eight  years  before  the  removal 
of  the  limb  by  amputation. 

No.  420  is  an  osteo-chondroma  of  a  femur  which  followed  a 
fracture. 

Nos.  419  and  420  show  sections  of  a  femur  with  an  enchon- 
droma,  which  is  said  to  have  followed  a  fracture.  The  next  two 
specimens  contain  sections  of  the  humei'us  of  the  same  person. 
The  bone  is  affected  with  a  similar  tumour,  and  has  been 
fractured. 

Since  cartilage  does  not  form  after  fractures  in  adult  bones  it  is 
of  course  open  to  question  whether  the  last-mentioned  tumours 
had  not  originated  in  small  islands  of  embryonic  cai'tilage  left 
unabsorbed,  and  that  these  by  their  growth  had  weakened  the 
bone  and  caused  the  fracture. 

With  regard  to  inflammation,  I  may  refer  to  another  remarkable 
specimen  (No.  450)  of  spindle- celled  sarcoma  surrounding  the 
lower  third  of  a  femur.  The  corresponding  portion  of  the  medul- 
lary canal  is  dilated,  and  lying  within  it  is  a  sequestrum  of  can- 
cellous tissue.  That  this  was  a  case  of  quiet  necrosis  preceding 
the  tumour-formation  is  rendered  most  probable  from  the  circum- 
stance that  the  osseous  tissue  of  the  shafts  of  bones  surrounded  by 
tumours  is  almost  invariably  sclerosed,  and  the  medullary  canal 
obliterated. 

The  relations  of  injury  and  inflammation  as  exciting  causes  of 
tumours  of  bone  are  too  evident  to  be  doubted,  but  whether  the 
inflammatory  lesion  alone  is  sufficient  to  induce  the  morbid  growth, 
or  whether  the  increased  blood  supply  stimulates  to  activity  some 
virus,  or  some  mass  of  embryonic  tissue,  cannot  yet  be  determined. 
My  own  bias  is  in  favour  of  the  view  that  a  long-continued  or 
repeated  inflammatory  conditiou  is  sufficient,  when  associated  with 
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certain  inherited  or  acquired  tendencies  in  the  tissues.  That  as  in 
certain  individuals  an  ovei'growth  of  fibrous  tissue  or  keloid  occurs 
at  the  seat  of  scars  or  in  the  lobes  of  the  ears  from  the  irritation 
of  ear-rings,  so  in  others  a  long-continued,  chronic,  inflammatory 
condition  may  produce  tissues  with  inordinate  power  of  growth 
and  defective  organization,  namely,  a  tumour.  It  is  to  me  quite 
conceivable  that  a  cell  may  become  so  bloated  by  over-feeding — or  a 
too  abundant  supply  of  plasma — as  to  be  capable  of  indefinite 
multiplication,  its  progeny  living  in  unusual  localities  and  destroy- 
ing less  highly-energized  tissues. 

Such  a  change  of  habit  and  chai'acter  can  be  accomplished  in 
some  micro-organisms — themselves  merely  cells — by  varying  the 
culture  fluid,  or  by  passing  them  through  the  bodies  of  animals 
more  susceptible  to  their  attacks.  Why  may  not  the  leucocytes  be 
similarly  modified  ?  For,  of  all  the  cellular  constituents  of  the 
body,  they  appear  to  be  the  most  independent  of  the  other  tissues, 
and  they  probably  constitute  the  chief  source  of  most  of  the 
sarcomata.  November  15th,  1887. 


22.  Necrosis  of  inferior  maxilla  associated  with  sarcoma.      (Card 

specimen.) 

By  W.  H.  Battle. 

WB — ,  aged  20,  a  farm  labourer,  was  admitted,  under  the  care 
•  of  Mr.  Sydney  Jones,  on  October  14th,  1887,  and  left 
December  4th,  1887. 

He  suffered  much  from  toothache  and  went  to  a  dentist  about  a 
year  before  admission.  The  second  molar  on  the  left  side  was 
broken  during  attempts  at  extraction.  Soon  afterwards  the  jaw 
commenced  to  swell.  Subsequently  an  abscess  broke  in  the  mouth. 
Seven  weeks  ago  he  became  so  ill  that  he  was  obliged  to  give  up 
work.  Since  then  abscesses  have  broken  below  the  ramus  of  the 
jaw,  and  in  the  supra-clavicular  region,  the  discharge  being  very 
offensive. 

On  admission,  a  sinus  about  midway  between  the  symphysis  and 
angle  of  jaw  on  the  left  side.     Above  the  clavicle  and  extending 
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from  it  up  into  the  neck  is  a  dark  inflamed  area,  and  in  it  are  four 
or  five  sinuses  discharging  pus  freely.  There  is  also  much  swelling 
with  tenderness  about  the  lower  jaw  on  the  left  side.  Patient 
rather  anaemic,  otherwise  in  good  health. 

Incisions  were  required  to  relieve  the  condition  of  the  neck,  and  on 
October  26th  Mr.  Pitts  examined  the  jaw,  which  was  found  com- 
pletely hollowed  out  as  far  as  the  alveolus.  Some  of  the  products 
removed  by  the  sharp  spoon  were  examined  microscopically  and 
found  to  be  characteristic  of  spindle-celled  sarcoma. 

At  the  request  of  Mr.  Sydney  Jones,  on  October  26th  I  removed 
the  whole  of  the  left  half  of  the  lower  jaw.  On  examination,  it  was 
found  to  be  enlarged  laterally  from  the  second  bicuspid  to  the 
angle.  The  greatest  width  of  the  enlargement  was  opposite  the 
second  molar,  where  it  measured  one  and  a  half  inches,  the  increase 
in  size  being  most  marked  on  the  outer  surface.  On  making  a 
section  through  it,  there  is  seen  on  the  superior  inferior  and  external 
surfaces,  a  thin  layer  of  bone  (about  one  eighth  of  an  inch  thick), 
while  on  the  inner  side  there  is  a  much  thicker  (a  quarter  to  a  half  an 
inch)  layer  of  bone.  Between  them  is  enclosed  a  tumour  some- 
what horse-shoe  shaped  on  section,  measuring  about  an  inch  across. 
The  concavity  of  the  horse-shoe  is  formed  by  an  abscess  cavity  in 
which  was  found  a  sequestrum.  The  tumour  itself  feels  tough  and 
fairly  hard.  A  probe  is  easily  passed  into  this  cavity  from  the 
alveolus  of  the  second  molar. 

Examination  of  the  growth  after  the  removal  of  the  jaw,  recon- 
firmed the  diagnosis  of  spindle-celled  sarcoma.  The  patient  was 
quite  well  when  he  left  the  hospital,  and  has  continued  well  since, 
the  jaw  being  replaced  by  a  dense  band  of  cicatricial  tissue. 

May  15th,  1888. 


23.  Melanotic  sarcoma  in  the  head  of  the  tibia.    (Card  specimen.) 

By  C.  Stonham. 

mHE  tumour  has  f ungated  through  an  opening  in  the  soft  parts. 
JL  The  growth  consists  of  separate  centres,  the  highest  and 
most  posterior  being  separated  from  the  others  by  bone.     There  is 
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a  good  deal  of  bone  in  the  substance  of  the  tumours,  which  have 
infiltrated  the  cancellous  tissue. 

The  patient,  a  woman  aged  39,  had  had  a  primary  growth  removed 
some  years  previously  from  the  right  supra-clavicular  region  ;  this 
was  of  small  size. 

The  growth  in  the  tibia  was  first  noticed  in  November,  1886. 
in  January,  1887,  it  was  scraped  away,  but  reappeai'ing,  Mr.  Heath 
successfully  amputated  through  the  condyles  in  March,  1887.  On 
leaving  the  hospital  the  patient  had  numerous  recurrent  growths 
in  the  skin. 

University  College  Museum,  No.  676a.  May  15th,  1888. 


24.  Knee-joint  showing  the  changes  occurring  in  rheumatoid 
arthritis.     (Card  specimen.) 

By  C.  Stonham. 

The  cartilage  has  been  extensively  destroyed  ;  that  which  remains 
is  thick  and  roughened,  and  resembles  at  first  sight  a  deposit 
of  urate  of  soda.  The  denuded  bone  is  eburnated.  At  the  mar- 
gins there  are  bosses  of  new  bone  covered  with  cartilage.  This  is 
especially  well  seen  on  the  femur.  The  synovial  membrane  is  very 
slightly  villous  in  places,  the  processes  being  very  delicate.  The 
outer  margin  of  the  tibia  is  raised  by  a  bony  outgrowth  covered 
with  cartilage,  so  that  the  articular  surface  is  considerably  deepened. 

The  specimen  was  removed  from  a  man,  aged  68,  who  was  under 
the  care  of  Mr.  Beck  at  University  College  Hospital.  He  died 
from  malignant  disease  of  the  oesophagus  with  recurrences  in  the 
bones.  He  had  suffered  from  rheumatism  for  many  years.  The 
other  knee-joint  and  both  elbows  were  also  affected,  but  the  disease 
was  very  early.  The  shoulders  were  in  an  advanced  stage.  Both 
hip- joints  were  also  diseased  considerably. 

The  specimen  is  preserved  in  the  University  College  Museum. 

February  7th,  1888. 
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25.  A  knee-joint  showing  the  changes  occurring  in  rheumatoid 
arthritis.     {Card  specimen.) 

By  C.  Stonham. 

The  articular  surfaces  are  much  increased  in  area  owing  to  the 
overgrowth  which  has  taken  place  at  the  margins  of  the 
cartilage.  The  central  portion  of  the  cartilage  does  not  show  a 
proportionate  amount  of  disease  ;  it  is  not  markedly  roughened  nor 
has  it  been  worn  away  except  in  a  small  area  on  the  femur.  The 
patella  is  uniformly  enlarged,  being  almost  double  the  normal  size  ; 
the  peripheral  outgrowth  of  cartilages  is  very  marked.  The  semi- 
lunar cartilages  are  much  atrophied.  The  synovial  membrane 
exhibits  very  beautifully  the  villous  condition  met  with  in  this 
disease.  These  processes  vary  a  good  deal  in  size,  some  of  them 
(as  on  the  outer  condyle)  being  very  delicate ;  others  (inner 
condyle)  are  much  coarser. 

The  patient  was  under  the  care  of  Dr.  Ringer  in  University 
College  Hospital,  June,  1887.  The  other  joint  was  in  a  similar  con- 
dition.    The  specimen  is  in  the  Museum  of  University  College. 

February  7th,  1888. 


26.  A  knee-joint  showing  the  changes  occurring  in  gout  and  an 
early  stage  of  rheumatoid  arthritis.     [Card  specimen.) 

By  C.  Stonham. 

The  cartilage  is  for  the  most  part  smooth,  but  here  and  there  is 
pitted  irregularly,  especially  where  the  urate  of  soda  is 
deposited ;  this  is  well  seen  on  the  patella.  Urate  of  soda  is  also 
deposited  in  the  semilunar  cartilages.  The  margin  of  the 
cartilage  encrusting  the  femur  has  an  appearance  of  thickening  as 
in  an  early  case  of  rheumatoid  arthritis.  The  synovial  membrane 
is  in  a  villous  condition,  especially  above  the  condyles.  The  villi 
are  club-shaped  and  vary  in  length  up  to  three-quarters  of  an  inch  ; 
many  are  very  slender  and  short. 
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The  patient  was  under  the  care  of  Dr.  Einger,  in  University 
College  Hospital,  in  July,  1887.  He  was  aged  53,  and  had  suffered 
from  rheumatism  for  ten  years,  and  gout  two  years.  He  died  from 
the  effects  of  valvular  disease  of  the  heart,  death  occurring  suddenly 
from  syncope. 

(Specimen  preserved  in  the  Museum  of  University  College.) 

February  7th,  1888. 


27.   Osseous  ankylosis  of  the  met  at  ar  so -phalangeal  articulation 
after  gouty  arthritis.     {Card  specimen.) 

By  Samuel  G.  Shattock:. 

Section  reveals  a  perfect  continuity  of  healthy  cancellated  tissue 
between  the  bones  concerned,  no  uratic  deposit  being  present 
in  the  osseous  substance. 

There  is  but  little  external  deformity,  and  the  ankylosis  has 
occurred  in  the  extended  position.  In  the  tissue  immediately 
around  the  ankylosed  joint  there  are  some  flattened  deposits  of 
urate  of  soda.  There  was  extensive  gouty  disease  of,  and  uratic 
deposit  around,  many  of  the  larger  joints  of  the  body. 

March  20th,  1888. 


28.   Uratic  deposit  in  the  head  of  the  first  phalanx  of  one  of 
the  fingers.     {Card  specimen.) 

By  Samuel  Gr.  Shattock. 

The  cancellated  tissue  of  the  phalanx  is  filled  for  a  distance  of  a 
centimetre  with  urate  of  soda.  The  articular  cartilage  is 
wanting ;  that  of  the  opposed  phalanx  is  infiltrated  with  urate. 
Large  tophi  surround  the  diseased  joint  beneath  the  extensor  and 
the  flexor  tendons.  March  20th,  1888. 
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29.  Rare  forms  of  loose  bodies  from  the  knee-joints.      [Card 

specimens.) 

By  Anthony  A.  Bowlby. 

Case  1. — Two  portions  of  cartilage  removed  from  the  knee-joints 
of  a  lad  aged  18  years.  They  were  almost  exactly  alike  in 
form  and  size,  each  resembling  such  a  piece  of  cartilage  as  might 
be  obtained  by  removing  that  which  covers  the  inferior  surface  of 
one  of  the  condyles  of  a  femur,  and  each,  as  such  a  piece  would  be,  is 
smooth  and  polished  on  its  convex,  and  rough  on  its  concave  surface. 

Microscopical  examination  shows  that  the  specimens  present  all 
the  appearances  of  articular  cartilage,  although  at  their  deeper  parts 
there  is  an  abnormal  formation  of  fibrous  tissue.  The  patient  gave 
no  history  of  injury,  and  on  his  admission  to  the  hospital  com- 
plained of  one  knee  only.  From  this  point  one  of  the  pieces  of  loose 
cartilage  was  removed  with  a  good  result,  and  for  a  year  nothing 
more  was  heard  of  the  lad.  At  this  time  he  returned  with  symptoms 
of  a  loose  body  in  the  opposite  knee,  and  from  this  articulation 
the  other  loose  body  was  then  removed  with  a  similar  good  result. 

(See  St.  Bartholomew's  Hospital  Museum,  No.  721.) 

Case  2. — Multiple  loose  cartilages  from  the  knee. — Four  hundred 
and  fifteen  loose  cartilages  removed  by  operation  from  the  knee- 
joint.  They  are  all  of  irregular  shape,  with  nodulated,  uneven 
surfaces,  and  vary  in  size  from  a  swan  shot  to  an  almond,  by  far 
the  larger  number  being  midway  between  these  two  sizes  ;  the 
largest  and  the  smallest  are  suspended  at  the  top  of  the  bottle. 
They  are  none  of  them  pedunculated,  and  were  not  attached  to  the 
synovial  membrane.  Three  of  them  may  be  seen  to  be  very 
nearly  divided  into  two  separate  portions,  which  yet  remain  united 
by  a  thin  fibrous  thread.  A  cut  section  is  smooth,  homogeneous, 
and  glistening ;  a  microscopic  examination  showed  that  they  con- 
sisted of  hyaline  cartilage. 

From  a  man,  aged  31,  who  had  had  four  attacks  of  rheumatic 
fever,  whilst  for  six  years  the  knee-joint  had  been  painful  and 
swollen.  At  the  time  of  the  operation  the  synovial  membrane  was 
seen  to  be  rough  and  vascular  like  granulation  tissue. 

(See  St.  Bartholomew's  Hospital  Museum,  No.  726  a.) 
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Case  8. — Loose  body  from  knee-joint  formed  by  blood  extravasation 
in  the  synovial  membrane. — The  patient  from  whom  this  body  was 
removed  was  a  healthy  man  of  24.  Whilst  playing  football  he 
severely  wrenched  his  knee  in  the  following  manner.  He  ran  to 
kick  the  ball,  but  missing  his  aim,  his  leg  was  violently  extended 
at  the  knee-joint  and  the  limb  was  at  once  rendered  useless  by  the 
severe  pain  which  was  caused.  The  patient  described  a  sensation 
as  of  something  being  torn  in  the  joint.  The  injury  was  followed 
by  acute  synovitis,  and  then  by  chronic  effusion  of  synovial  fluid  ; 
in  four  months'  time,  when  the  effusion  subsided,  a  loose  body  was 
distinctly  felt. 

This  body  was  removed  by  Mr.  Langton  by  direct  incision,  and 
was  found  to  be  attached  by  a  pedicle  to  the  synovial  membrane. 
It  consists  of  two  folds  of  synovial  membrane  enclosing  between 
them  some  partially  decolourised  blood-clot.  The  loose  body 
appears  to  have  resulted  from  haemorrhage  into  a  torn  synovial 
fringe. 

(See  St.  Bartholomew's  Hospital  Museum,  No.  716  b.) 

Case  4. — Loose  body  from  knee-joint. — A  flattened,  pedunculated 
ragged  mass  of  synovial  membrane  removed  by  operation  from  the 
knee-joint  of  a  man,  aged  32,  who  had  suffered  from  symptoms  of 
"  loose  cartilage  "  for  several  years. 

A  microscopical  examination  shows  that  the  synovial  membrane 
is  infiltrated  with  inflammatory  exudation  and  fibrous  tissue. 

The  loose  body  appears  to  have  originated  in  a  tear  of  the 
synovial  membrane,  the  torn  piece  being  subsequently  dragged  upon 
in  the  movements  of  the  articulation. 

(See  St.  Bartholomew's  Hospital  Museum,  No.  716  a.) 

Case  5.  Partially  detached  semilunar  cartilage. — This  specimen 
was  removed  from  a  healthy  man,  aged  26,  who  had  frequently 
wrenched  his  knee  whilst  playing  football  and  cricket,  and  had 
latterly  suffered  from  all  the  symptoms  of  "loose  cartilage."  On 
admission  into  St.  Bartholomew's  Hospital  a  loose  body  was  readily 
felt  in  the  left  knee-joint ;  it  was  placed  on  the  outer  side,  and  its 
range  of  movement  was  somewhat  limited. 

The  loose  body  was  removed  by  Mr.  Langton,  who  found  that 
the  external  semilunar  cartilage  had  been  torn  from  its  posterior 
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attachment,  and  was  further  detached  laterally  for  one  half  or 
more  of  its  length.  The  torn  piece  of  cartilage  was  severed  from 
that  portion  which  remained  attached,  and  was  removed. 

The  five  preceding  cases  are  examples  of  the  more  rare  forms  of 
loose  bodies  in  joints.  The  first  specimen  appears  undoubtedly  to 
afford  an  example  of  the  detachment  of  a  piece  of  articular  carti- 
lage, an  accident  which  is  generally  supposed  to  result  from  a 
direct  blow  rather  than  from  a  strain  or  wrench.  But,  although 
this  explanation  may  apply  to  other  cases  of  similar  loose  bodies, 
it  can  scarcely  be  held  to  account  for  the  specimens  here  exhibited. 
There  was  no  history  of  any  injury,  and  the  fact  that  portions  of 
cartilage  of  almost  exactly  similar  shape  and  size  were  removed 
from  each  knee-joint,  renders  the  theory  of  injury  quite  untenable. 
In  the  absence  of  injury,  however,  it  becomes  exceedingly  difficult 
to  assign  a  cause  for  this  phenomenon.  I  am,  nevertheless,  disposed 
to  attribute  the  separation  of  the  cartilage  to  some  such  cause  as 
scarlatina  or  typhoid  fever.  It  is  well  known  that  after  such 
affections  certain  localised  portions  of  bone  are  liable  to  necrose, 
and  other  tissues,  such  as  the  veins  and  the  joints,  are  liable  to 
attacks  of  inflammation.  It  appears  to  me  that  some  such  general 
cause  is  more  likely  to  account  for  the  symmetry  of  the  lesions 
than  is  any  local  injury.  Unfortunately  no  inquiry  was  made  of 
the  patient  as  to  any  previous  illness,  and  the  theory  I  have 
advanced  is  therefore  unsupported  by  any  positive  evidence. 

Case  2  is  remarkable  rather  for  the  number  than  for  the  cha- 
racter of  the  loose  bodies,  yet  it  is  noteworthy  that  all  the  bodies 
are  of  almost  exactly  the  same  size,  that  none  are  calcified,  and 
that  only  four  have  any  pedicles. 

Case  3  affords  an  example  of  a  hitherto  undescribed  mode  of 
formation  of  loose  bodies,  although  I  have  already  alluded  to  this 
specimen  and  figured  it  in  my  recent  '  Surgical  Pathology.'  It  is 
true  that  the  formation  of  loose  bodies  has  been  attributed  to 
hemorrhage  into  the  cavities  of  the  joints,  but  I  am  not  aware  of 
any  example  of  a  loose  body  actually  formed  by  haemorrhage  into 
the  synovial  membrane  itself. 

It  is  quite  possible  that  the  specimen  in  Case  4  may  have 
originated,  as  did  Case  3,  by  a  tear  followed  by  haemorrhage  into 
the  synovial  membrane  ;  but  if  this  were  true  it  is  evident  that 
the  loose  body  has  subsequently  been  increased   in  size  by  the 
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exudation  of  inflammatory  products  and  the  formation  of  fibrous 
tissue. 

The  last  specimen  is  in  some  respects  the  most  interesting,  for 
although  separation  of  the  marginal  attachment  of  the  semilunar 
cartilages  has  already  "been  described,  this  specimen  shows  that  the 
very  strong  posterior  attachment  may  be  torn  through,  and  may 
allow  a  very  free  movement  of  the  detached  cartilage.  It  is  also 
noteworthy  that,  although  the  knee  had  several  times  been 
wrenched,  there  was  no  history  of  such  great  violence  at  any  time 
as  to  incapacitate  this  patient  for  walking.  April  17th,  1888. 


30.  Symmetrical  loose  bodies  from  two  knee-joints. 
{Card  specimen.) 

By  H.  H.  Clutton. 

The  two  flat  cartilaginous  bodies  which  are  mounted  together 
in  the  accompanying  bottle,  were  removed  successfully  from 
the  knee-joints  of  a  lad  who  at  the  time  of  the  first  operation  was 
fifteen  years  of  age. 

The  first  was  removed  in  May,  1885,  from  the  left  knee,  the 
patient  denying  any  history  of  injury,  and  having  suffered  from 
symptoms  of  "  loose  cartilage  "  for  seven  weeks. 

The  second  was  removed  in  September,  1887,  from  the  right 
knee,  the  patient  having  suffered  from  symptoms  for  two  months, 
and  stating  that  two  years  before  he  had  strained  the  right  knee 
by  a  fall. 

The  two  bodies  are  curiously  like  one  another,  both  being  flat 
and  of  much  the  same  shape  and  size.  The  first,  and  slightly 
smaller  of  the  two,  is  nearly  an  inch  in  its  longest  diameter,  and 
half  an  inch  in  breadth,  whilst  in  thickness  it  measures  about  one 
eighth  of  an  inch. 

The  second  is  not  quite  so  regular  in  outline  and  shows  a  slight 
increase  over  the  first  body  in  all  its  measurements. 

Microscopically,  there  is  no  evidence  to  show  that  they  came 
from  the  articular  cartilage.  Although  mainly  composed  of  carti- 
lage the  cells  are  distributed  irregularly.     Calcification  has  taken 
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place  in  some  parts  but  there  is  no  bone  to  be  found  in  the  sections 
which  were  kindly  made  for  me  by  Mr.  Shattock. 

April  17th,  1888. 


31.  A  rare  form  of  pedunculated  body  in  the  knee-joint. 
By  Samuel  G-.  Shattock. 

Had  it  not  been  that  Mr.  Bowlby  has  alluded  to  a  similar  though 
considerably  smaller  specimen  in  the  museum  of  St.  Bar- 
tholomew's ('Surgical  Pathology,'  1887,  p.  325),  the  present 
specimen  might,  I  believe,  have  been  designated  as  an  unrecorded 
variety  of  pedunculated  body.  No  such  form  is,  so  far  as  I  can 
ascertain,  mentioned  by  sui'gical  writers. 

The  knee-joint  was  handed  over  to  me  by  Dr.  B.eid  from  a  dis- 
secting-room subject. 

The  bones  and  other  structures  forming  the  joint  were  quite 
healthy,  except  for  some  fibrous  metaplasia  of  the  articular  cartilage 
of  the  patella. 

Projecting  into  the  joint,  on  the  right  side  and  immediately 
below  the  patella,  is  a  discoidal  body  4  cm.  in  the  transverse 
diameter,  3-2  cm.  in  the  vertical,  '7  cm.  in  thickness.  It  is  invested 
with  a  thin  capsule  of  connective  tissue  continued  into  a  falciform 
synovial  fold  on  the  right  side,  which  fold  is  lost  by  the  adjacent 
border  of  the  patella  in  the  general  synovial  membrane. 

The  body  lies  immediately  below  the  patella,  passing  a  little 
way  beyond  the  middle  line  to  the  left  side ;  by  its  upper  part  it 
rests  on  the  lower  triangular  non-articular  division  of  the  posterior 
surface  of  the  bone,  its  upper  border  being  accurately  adapted  to 
the  lower  margin  of  the  articular  surface.  At  first  sight  it 
appeared  to  be  simply  a  local  overgrowth  of  the  fat  which  is  natu- 
rally present  in  the  synovial  fold  of  the  alar  ligament. 

There  is  an  excellent  example  of  such  a  lipoma  growing  in  this 
situation  in  the  museum  of  St.  Bartholomew's  (No.  716),  and  Mr. 
Barwell  states  ('  International  Encyclopedia  of  Surgery,'  vol.  iv, 
"  Diseases  of   Joints  ")  that  he   has   removed  an  intra-articular 
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lipoma  from  each  side  of  the  patella.  A  closer  inspection,  how- 
ever, discloses  through  its  surface  blotches  of  the  dull  orange  red, 
characteristic  of  hsemorrhagic  extravasations  in  which  secondary 
changes  have  occurred,  whilst  an  incision  shows  the  pendulous 
body  to  be  quite  firm  and  compact  in  substance,  without  discernible 
structure,  and  of  greyish-white  colour  marbled  with  rusty  red. 

Histology. — Vertical  sections  stained  with  hematoxylin  show  a 
faintly  stained  meshwork  of  a  homogeneous  or  finely  granular  or 
nebulous  substance,  in  the  meshes  of  which  are  collections  of 
reddish  brown  granular  pigment.  The  meshwork  is  in  some 
places  coarse,  with  thick  intercommunicating  trabecule ;  in 
others  the  trabecule  are  finer,  and  arranged  with  some  degree  of 
parallelism.  In  the  latter  parts  the  structure  of  true  fibrous 
tissue  is  closely  simulated  ;  the  simulation  is  increased  by  the 
presence  here  and  there  of  sparsely  distributed  corpuscles — the 
leucocytes  of  the  blood  originally  shed,  or  cells  of  the  delicate  and 
lax  connective  tissue  into  which  the  extravasation  has  occurred. 
Such  an  appearance  is,  indeed,  the  nearest  approach  to  self-organi- 
sation of  which  blood-clot  is  capable.  As  contrasted  with  true 
fibrous  tissue,  however,  the  substance  of  the  trabecule  shows  no 
trace  of  striation,  but  is  cpuite  homogeneous  ;  the  trabecule  freely 
intercommunicate,  and  they  take  a  stain  in  varying  degrees  with 
hematoxylin,  which  the  fibres  of  the  true  tissue  never  do.  In  the 
great  bulk  of  the  substance  there  are  few,  and  in  large  tracks  no 
visible  corpuscles.  The  size  of  the  coagulum  and  the  tenuity  of 
its  connection  with  the  surrounding  tissues,  practically  place  it 
beyond  the  pale  of  organisation. 

Remarks.' — This  form  of  pedunculated  body  is  clearly,  therefore, 
due  to  old  hemorrhage  into  the  alar  ligament,  arising,  doubtless, 
from  a  contusion  or  similar  injury,  the  result  either  of  external 
violence  or  of  injury  sustained  by  the  fold  during  some  unusual 
movement  of  the  joint.  There  is  no  evidence  to  warrant  the  belief 
that  such  a  body  as  that  under  consideration  could  ever  become 
organised,  or  rather  replaced  by  the  fibrous  tissue,  and  such  as  con- 
stitutes the  substance  of  some  of  the  loose  bodies  met  with  in  the 
joints.  Nor  must  it  be  forgotten,  in  discussing  the  nature  of  loose 
bodies  in  joints,  that  one  form  is  constituted  by  unorganised  sub- 
stance similar  to  that  which  constitutes  the  so-called  melon-seed 
bodies  met  with  in  the  other  anatomical  dispositions  of  synovial 
membranes,  to  wit,  tendon  sheaths  and  burse.     There  are  very 
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few  examples  of  such  in  museums.     They  are  known,  however,  to 
occur,  amongst  other  cases,  in  tubercular  hydrops  of  the  joints. 

In  one  of  the  examples  of  intermuscular  synovial  cysts  recorded 
by  Mr.  D'Arcy  Power  in  the  last  volume  of  the  Society's  '  Trans- 
actions,' p.  341,  it  is  noted  that  the  cyst  which  occupied  in  part  the 
position  of  a  bursa  between  the  semi-membranous  and  senri- 
tendinosus  tendons,  contained  serous  fluid  in  which  floated  a  large 
number  of  melon- seed  bodies.  The  cyst  was  in  no  communication 
with  the  knee-joint,  but  the  synovial  membrane  of  the  knee  pre- 
sented micro  scopically  all  the  appearances  of  tubercular  disease ; 
and  I  would  suggest  that  the  disease  of  the  cyst  was  of  a  similar 
nature.  The  cyst  is  irregularly  lined  with  lymph  ;  the  loose  bodies 
are  detached  portions  of  the  lining  (1205  R  St.  Bartholomew's). 
And  sometimes  such  unorganised  bodies  are  constituted  in  part  by 
blood.  There  is  a  specimen  of  this  kind  in  University  College 
Museum  (No.  943),  which  is  thus  described  in  the  catalogue: 
"  Several  flattened  bodies  from  a  knee-joint,  most  of  them 
approaching  an  oval  form,  the  largest  measuring  fully  half  an  inch 
in  length ;  all  of  them  consist  of  a  firm,  structureless,  friable  sub- 
stance, of  a  pale  brown  colour  ;  some  are  concentrically  laminated. 
The  bodies  escaped  with  the  pus  from  a  diseased  knee-joint  when 
laid  open  ;  the  hmb  was  subsequently  amputated  by  Mr.  List  on." 
Histologically,  they  consist,  like  the  next  specimen,  of  a  homoge- 
neous or  hazy  substance  arranged  in  coarse  trabeculse,  the  peripheral 
and  finer  of  which  exhibit  a  concentric  disposition  ;  the  meshes 
between  the  outer  inter-communicating  lamellae  hold  a  finely 
granular  material,  in  which  in  some  situations  a  segmentation  is 
discernible,  as  though  it  were  constituted  by  altered  leucocytes. 
Granules  of  blood-pigment  occur  sparsely  in  the  section. 

The  best  example,  however,  is  the  following,  placed  amongst  the 
series  of  loose  bodies  from  joints,  in  the  museum  of  St.  Thomas's 
Hospital  (D  105).  The  bodies  in  question  number  about  fifteen, 
the  largest  is  about  one  centimetre  in  its  chief  diameter.  Some  of 
them  are  regularly  oval,  others  polyhedral  or  wedge-shaped.  They 
have  on  section  a  very  distinct  lamination,  quite  obvious  to  the 
naked  eye,  and  are  of  a  reddish-brown  colour.  The  laminated 
substance  consists,  microscopically,  of  homogeneous  or  slightly 
nebulous  material,  in  coarse,  irregularly-formed,  concentrically  dis- 
posed trabeculse,  the  lamination  being  coarser  and  less  evident 
towards  the  centre  ;  scanty,  deeply  stained  nuclei,  spheroidal  or 
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oval  in  shape,  lie  in  the  clefts  of  the  substance  towards  the  centre, 
and  here  and  there  a  large  granular  plasma  cell.  The  colouration 
is  due  to  the  presence  of  minute  brownish  red  granules,  in  places 

Woodcut  14. 


Unorganised  bodies  from  a  joint. 

in  small  shapeless  groups,  and  more  particularly  abundant  in  the 
peripheral  parts.  The  most  interesting  disclosure,  however,  is  the 
existence  of  a  distinct  nucleus  in  these  bodies  of  different  structure 
from  the  main  substance  (see  Woodcut  14).  In  some  of  them 
there  are  two  nuclei ;  and  in  such,  the  succeeding  lamination  is  at 
first  in  two  systems,  and  then  in  one  common  to  both,  as  are  the 
strata  seen  when  two  or  more  urinary  calculi  come  to  be  invested 
with  a  series  of  common  laminae,  through  means  of  which  they  are 
thus  combined. 

The  nucleus,  which  is  a  well-defined  isolable  structure,  contrasting 
in  unstained  specimens  with  the  rest  by  its  pure  white  colour,  is 
composed  of  close  wavy  bundles  of  delicate  connective  tissue  ;  and, 
like  such  tissue,  it  stains  well  with  carmine,  but  is  not  stained  in 
logwood  preparations. 

In  this  case,  therefore,  it  would  seem  that  the  loose  bodies  have 
arisen  by  the  detachment  of  the  villous  processes  first  described  by 
Rainey  as  occurring  on  synovial  membranes  generally,  and  with 
these  their  nuclei  correspond  in  microscopic  characters,  these 
villi  having  been  before  their  detachment  (and  probably  afterwards 
as  well),  the  seats  of  laminated  depositions  from  inflammatory 
effusion  poured  into  the  joint ;  and  with  this  effusion  there  is  evi- 
dence of  admixture  of  red  corpuscles  in  the  pigment  granules  pre- 
sent in  the  laminated  substance. 

Such  nuclei,  however,  do  not  occur  in  all,  and  here,  as  in  the  case 
of  the  melon-seed  bodies  of  tendon-sheaths  and  bursa?,  some  such 
bodies  have  an  independent  origin  or  arise  by  depositions  occurring 
on  fragments  of  fibrin  detached  from  the  inner  surface  of  the 
synovial  membrane.     That  this  is  so  in  the  cases  referred  to  I  have 
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been  able  to  show  in  some  instances  by  microscopic  section ;  nor  is 
it  difficult  in  collections  of  such  bodies  to  trace  all  gradations  from 
those  that  are  of  a  smoothly  oval  seed -like  form  down  to  shapeless 
shreds,  aud  flakes  of  similarly  unorganised  substance.  In  other 
instances  I  have  been  able  to  demonstrate  true  fibrous  tissue  asso- 
ciated with  the  superposed  unorganised  substance. 

In  very  rare  cases  it  would  appear  (from  a  specimen  in  University 
College,  No.  944)  that  such  laminated  bodies  in  the  joints  may 
become  calcified.  And  they  may  be  told  from  the  calcified  carti- 
laginous or  other  outgrowths  met  with  in  joints  or  bursa?,  by  their 
very  compact  and  uniform  composition,  and  by — what  is  patho- 
gnomonic— the  lamination  which  remains  evident  in  the  calcified 
substance.  They  are,  indeed,  in  such  a  condition  closely  like  the 
phleboliths  so  common  in  the  prostatic  and  ovarian  plexuses ;  and 
if  any  loose  bodies  deserve  the  name,  such  might  fairly  be  designated 
arthroliths.  April  17  th,  1888. 


32.  Dislocated  internal  semilunar  cartilage. 
By  H.  A.  Lediard,  M.D. 

Removed  from  a  patient  aged  19.  The  knee  was  first  injured 
eighteen  months  prior  to  operation,  when  he  was  taking  a 
long  jump.  Subsequently  various  injuries  at  football  and  cricket 
caused  repeated  attacks  of  synovitis,  whilst  a  loose  body  was  f i*e- 
quently  found  to  project  from  the  inner  side  of  the  joint. 

On  cutting  down  upon  the  supposed  loose  cartilage,  it  was  found 
to  be  a  loop  of  ligamentous  appearance.  On  hooking  the  loop  a  free 
end  appeared,  but  the  other  end  was  thick  and  fixed  to  near  the 
spine  of  the  tibia,  and  was  cut  away  with  scissors.  The  specimen, 
which  measures  three  inches  long  by  a  quarter  of  an  inch  wide,  is 
stout  and  fibrous  towards  its  attached  end,  but  thin  and  frayed  out 
at  the  free  end.  It  is  believed  to  be  the  internal  semilunar  cartilage. 
Microscopic  examination  shows  a  nucleated  fibrous  structure  but 
no  cartilage. 

The  patient  has  felt  no  inconvenience  in  the  joint  since. 

April  17th,  1888. 
19 
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33.  Enlarged  bursa  patella  with  endogenous  growths. 
By  H.  A.  Lediard,  M.D. 

This  specimen  was  removed  from  the  knee  of  a  woman  aged  25. 
It  measured  about  four  inches  long  by  three  broad,  and  had 
been  growing  for  three  and  half  years.  There  were  two  points  of 
ulceration  of  the  skin  over  it,  from  one  of  which  straw-coloured  fluid 
could  be  made  to  exude  on  pressure. 

The  bursa  was  excised,  and  on  section  was  found  to  be  lined 
with  papillomatous  growths,  which  were  held  together  by  fine 
threads  of  fibrine.  These  growths  were  easily  detached  from  the 
wall  of  the  bursa,  and  in  colour  were  white. 

The  bursa  itself  was  much  thickened,  and  contained  several 
ounces  of  clear  straw-coloured  fluid,  but  no  pus. 

Microscopic  examination  showed  the  growths  to  be  without 
structure.  This  condition,  so  well  described  by  Brodie,  seems 
nearly  related  to  those  in  which  loose  bodies  are  found  in  the  knee- 
joint  in  large  numbers.  April  17th,  1888. 


34.  A  case  of  "  lipoma  arborescens  "  (Miiller) . 
By  J.  Bland  Sutton. 

Johannes  M  tiller  in  his  work,  '  TJeber  den  feinern  Bau  und  die 
Form  en  der  Krankhaften  Greschwulste,'  Berlin,  1838,  describes 
briefly,  under  the  name  of  "  lipoma  arborescens,"  pendulous  fatty 
processes  which  hang  about  the  synovial  membranes  of  chronically 
diseased  joints.  These  fatty  procesees  are  nothing  more  than  the 
villous  fringes  so  frequently  seen  in  joints  affected  with  osteo- 
arthritis (rheumatoid  arthritis)  which  have  undergone  fatty 
degeneration. 

Typical  specimens  of  this  condition  are  very  rare  in  museums, 
and  I  know  of  no  drawing  illustrating  it  in  current  literature.     The 
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present  specimen  occurred  in  connection  with  the  shoulder- joint  of 
an  old  woman  whose  body  was  dissected  under  my  supervision. 
Every  joint  betrayed  evidence  of  osteo-arthritis.  The  shoulder- joints 


Woodcut  15. 


The  glenoid  fossa  of  the  scapula,  showing  "  lipoma  arborescens  "  (Muller). 


were  most  affected.  Sprouting  from  the  synovial  membrane, 
especially  near  its  attachment  to  the  margins  of  the  glenoid  fossa, 
were  numbers  of  pedunculated  processes,  many  of  them  composed 
of  fibrous  tissue,  but  the  bulk  of  them  was  made  up  of  fat.  The 
smallest  of  these  villous  outgrowths  was  of  the  size  of  a  millet  seed, 
the  largest  equalled  in  size  a  cherry  stone.  It  was  possible  to  trace 
in  this  specimen  every  gradation  from  the  simple  villous  fringe  to 
a  pedunculated  mass  of  fat. 

The  Museum  of  the  Royal  College  of  Surgeons  possesses  a  very 
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typical  example  of  this  condition  in  connection  with  the  knee-joint. 
It  is  described  very  gi'aphically  in  the  Catalogue  thus  : 

"  A  section  of  the  condyle  of  the  femur,  around  the  articular 
margin  of  which  there  is  a  crowd  of  small  oval  and  branched 
growths  of  fibrous  and  fatty  structures,  each  covered  by  a  shining 
membrane,  like  a  reflection  of  synovial  membrane,  and  all  attached 
by  long  slender  pedicles.  Their  shapes  and  sizes  are  various  ;  some 
are  like  branching  threads ;  others  are  nearly  cylindrical ;  others 
flattened  and  lanceolate,  &c. 

"Woodcut  16. 


A  femoral  condyle  beset  with  a  crowd  of  fatty  fringes.     Lipoma  arborescens 
of  Miiller.     (Museum  Royal  College  of  Surgeons.) 

Strictly  speaking,  the  term  lipoma  ought  not  to  be  applied  to 
tbis  condition,  for  these  pedunculated  gi-owths  have  nothing  in 
common  with  the  tumours  to  which  the  term  is  usually  applied, 
except  that  they  are  made  up  of  fat.  Nevertheless  the  term  lipoma 
arborescens  is  so  apt  and  expressive  that  it  is  worth  retaining. 

January  3rd,  1888. 


VII.  MOEBID  GROWTHS  AND  TUMOUES. 

1.   A  case  of  diffuse  symmetrical  lipomata. 

By  Walter  K.  Sibley,  M.B. 

miiE  patient  shown  to  the  Society  is  a  man  (T.  U— )  aged  32, 
-L  who  during  the  past  four  or  five  years  has  noticed  lumps 
appearing  in  various  parts  of  his  body.  He  states  that  the 
swellings  on  the  right  side  of  the  occiput  and  beneath  the  chin 
began  five  years  ago,  about  three  months  later  that  on  the  left 
side  of  the  occiput,  and  those  over  the  symphysis  pubis  appeared 
about  the  same  time.  For  three  or  four  years  the  abdomen  has 
been  somewhat  prominent,  especially  in  the  upper  regions.  For 
about  a  year  and  a  half  the  tumour  in  the  leg  and  flank  and 
the  swellings  about  the  arms  have  been  present. 

The  patient,  who  is  a  potman,  is  a  plethoric,  well-nourished, 
muscular  man  with  light  brown  hair  and  slight  gluteal  capillary 
injection  about  the  face.  Tongue  slightly  furred  and  tremulous. 
Thorax  emphysematous,  liver  large,  urine  normal. 

There  are  two  swellings  in  the  scalp  symmetrically  situated,  one 
behind  each  sterno-mastoid  muscle  about  the  size  of  an  orange, 
extending  above  as  far  as  the  superior  curved  line  of  the  occipital 
bone,  mesially  to  the  ligamentum  nuchse  and  fading  away  below 
indefinitely.  On  either  side  of  the  spines  of  the  upper  three  or 
four  dorsal  vertebrae  there  are  other  swellings. 

There  is  also  considerable  fulness  beginning  above  each  zygo- 
matic process  and  extending  through  the  soft  tissues  of  the  neck 
and  slightly  into  the  face,  meeting  beneath  the  chin.  Over  the 
crest  of  the  pubes  is  an  ill-defined,  slightly  lobulated  mass  about 
the  size  of  two  oranges  symmetrically  placed,  also  on  the  left  side 
between  the  lower  ribs  and  the  pelvic  brim  is  a  well-defined,  some- 
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what  larger  lobulated  tumour.  There  is  also  diffuse  deposit  of  fat 
in  the  abdominal  wall,  the  upper  mass  extending  to  the  costal  arch 
and  below  to  some  two  inches  above  the  umbilicus,  and  a  second 
collection  commencing  just  above  the  umbilicus  and  extending  to 
nearly  midway  between  this  and  the  pubes.  A  small,  very 
ill-defined  lump  is  present  over  the  lower  ribs  posteriorly  on  the 
right  side.  On  each  arm  over  the  regions  of  the  deltoid  and  of  the 
heads  of  the  triceps  muscles  is  some  general  superficial  fulness, 
also  small  masses  just  below  the  bend  of  the  elbows  on  the  flexor 
surface  of  the  forearms.  Also  some  indefinite  swelling  over  the 
great  trochanter  of  left  side. 

Most  of  the  swellings  have  the  same  general  characters.  They 
are  soft,  those  behind  the  scalp  almost  fluctuating,  and  with  very 
indefinite  margins ;  they  are  freely  movable  over  the  subjacent 
structures,  the  skin  over  them  more  or  less  adherent  but  otherwise 
unaltered ;  there  is  no  pain  or  tenderness  about  them.  The  tumour 
in  the  left  flank  differs  from  the  rest  in  that  it  is  distinctly 
lobulated  and  well  defined,  is  denser,  and  the  skin  over  it  is  not 
adherent,  and  it  is  constant  in  its  general  appearauce. 

The  skin  in  the  lower  part  of  the  abdomen  presents  on  either 
side  of  the  rectus  muscle  some  well-marked  linese  albicantes,  these 
being  at  the  edges  of  the  lower  abdominal  mass.  The  same 
appearance  of  skin  is  seen  over  the  region  of  the  deltoid  muscles, 
most  marked  on  the  left  arm,  the  lines  being  more  or  less  vertical. 

The  man  states  he  is  accustomed  to  drink  considerable  quan- 
tities of  beer  and  spirits  (Irish  whisky)  and  that  when  in  regular 
hard  work,  although  getting  more  alcohol,  the  swellings  become 
smaller. 

The  points  of  interest  about  this  case  appear  to  be  that  (as  in 
those  reported  in  the  '  Medico-Chirurgical  Transactions '  for  1886 
by  Mr.  Morrant  Baker  and  Mr.  Bowlby,  and  also  in  a  case  exhibited 
before  the  Medical  Society  by  Dr.  Kingston  Fowler  in  the  same 
year),  the  subject  is  a  male  about  thirty  years  old,  of  decided 
alcoholic  tendencies,  and  from  their  position  and  extent  the 
swellings  are  superficial  to  the  deep  fascie,  in  fact,  deposit  of 
adipose  tissue  among  the  subcutaneous  structures.  It  appears 
that  most  of  the  swellings  alter  considerably  from  time  to  time  in 
size ;  notably  is  this  the  case  with  those  on  the  occiput  and  that  on 
the  sides  of  neck  and  chin.  So  much  does  this  one  subside  that 
he  is  able  to  shave  with  ease,  which  at  other  times  he  is  unable  to 
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do.     They  also  become  harder  and  softer  at  intervals.     The  asym- 
metrical one  on  the  left  flank,  he  states,  never  becomes  smaller. 

I  have  to  thank  Dr.  Cecil  Biss  for  allowing  me  the  opportunity 
of  exhibiting  this  case.  January  Srd,  1888. 


2.  Large  congenital  lipoma  situated  between   the  abdominal 
muscles  and  fasciae. 

By  Frederic  S.  Eve. 

History. — The  patient,  a  well-nourished  girl  aged  13,  was 
admitted  to  the  London  Hospital  in  July,  1887,  with  an 
immense  tumour  of  the  abdominal  parietes.  A  swelling  in  the 
left  inguinal  region  was  noticed  when  she  was  four  months  old,  and 
had  since  gradually  increased  in  size.  When  two  years  of  age 
she  was  seen  at  Guy's  Hospital  by  Mr.  Davies-Colley,  who  recom- 
mended removal,  but  the  parents  declined  the  operation. 

Present  condition. — There  was  a  very  large  painless  tumour, 
freely  projecting  from  the  front  surface  and  left  side  of  the 
abdomen.  It  extended  from  the  costo-chondral  margin  to  the 
groin,  and  from  the  middle  line  to  the  left  flank.  The  skin  over 
the  tumour  was  freely  movable,  stretched,  and  of  normal  colour. 
The  tumour  itself  was  to  some  extent  movable  on  the  deeper 
structures,  but  was  sufficiently  attached  to  lead  to  the  suspicion 
that  there  might  be  a  prolongation  from  its  deeper  surface  extending 
between  the  abdominal  parietes.  It  was  of  softish,  elastic,  and 
uniform  consistence,  and  at  its  inner  margin  large  lobulations  were 
felt.  These,  with  its  other  characters  and  the  history,  determined 
the  diagnosis  of  lipoma. 

The  circumference  of  the  child's  abdomen  just  above  the  iliac 
crests  was  twenty-nine  inches.  The  diameter  of  the  tumour  from 
above  downwards  was  twelve  inches,  from  side  to  side  nine  inches. 

Operation. — On  dividing  the  cutaneous  structures  by  an  incision 
over  its  long  axis,  the  surface  of  the  tumour  was  found,  to  my 
surprise,  to  be  covered  by  the  extremely  thinned  aponeurosis  of 
the  external  oblique.  This  was  divided  to  a  limited  extent,  and 
the  surface  and  sides  of  the  growth  were  then  readily  separated 
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from  their  surroundings.  Towards  the  lower  and  inner  part  of  its 
base  was  a  lobe  which  dipped  more  deeply  into  the  abdominal 
parietes  and  was  adherent  by  tough  bands  of  fibrous  tissue  to  the 
fascia  transversalis.  The  deeper  part  of  the  tumour  contained  a 
good  deal  of  fibrous  tissue,  and  it  was  probably  by  the  growth  of 
this  and  its  subsequent  conversion  into  fat  that  the  increase  of  the 
tumour  took  place.  After  its  complete  removal  the  fascia  trans- 
versalis was  exposed  to  the  extent  of  an  area  the  size  of  the  palm. 
Around  this  space  were  shreds  of  muscle-fibres  which  had  been 
separated  from  the  tumour.  The  internal  oblique  and  transversalis 
muscles  had  either  been  penetrated  or  pushed  aside  in  the  growth 
of  the  tumour,  which  lay  between  the  abdominal  aponeurosis  and 
the  fascia  transversalis.  No  relation  could  be  traced  between  the 
tumour  and  the  inguinal  canal  and  round  ligament,  nor  with  the 
peritoneum.  It  probably  originated  in  relation  with  the  fascia 
transversalis,  with  which  it  was  closely  connected. 

The  remains  of  the  abdominal  aponeurosis  and  muscles  were  so 
thinned  and  separated  that  no  attempt  was  made  to  bring  them 
together. 

The  skin  was  united  by  sutures  and  a  drainage-tube  was  inserted. 
Union  took  place  by  primary  intention  with  the  exception  of  a 
sinus,  which  discharged  for  some  little  time. 

On  the  patient  leaving  the  hospital  there  was  no  noticable  pro- 
trusion of  the  abdominal  wall  at  the  site  of  the  tumour,  although 
the  parietes  must  have  been  considerably  weakened. 

The  tumour  weighed  3|  lbs.,  was  slightly  lobulated,  but  pre- 
sented no  peculiarity. 

Remarks. — The  chief  points  of  interest  regarding  the  case  are 
the  unusual  situation  of  the  tumour  (namely,  in  the  substance  of 
the  abdominal  parietes,  and  springing  probably  from  the  fascia 
transversalis),  its  large  size  in  proportion  to  that  of  the  child,  and 
congenital  origin. 

The  interest  as  regards  diagnosis  turned  on  its  relation  to  the 
abdominal  parietes,  and  whether  any  part  of  it  was  intra-peritoneal 
or  intimately  connected  with  that  membrane.  In  a  list  of  cases  of 
lipomata  in  unusual  situations  appended  to  a  valuable  paper  by 
Mr.  J.  B.  Sutton,1  one  case  of  lipoma  is  mentioned  as  lying 
between  the  pectoralis  major  and  minor  muscles  ;  another,  recorded 
by  Mr.  Butlin,  in  which  the  tumour  lay  between  the  deep  muscles 
1  '  Med.-Chir.  Trans.,'  vol.  lxviii,  1885. 
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of  the  calf.     It  is  needless   to  add   that   subcutaneous   lipomata 
are  common  about  the  pelvic  girdle  and  sacral  region. 

January  3rd,  1888. 


3.  A  congenital  cartilaginous  tumour  of  the  neck. 
By  Frederick  Treves. 

a  little  girl,  aged  3,  was  brought  to  me  at  the  London  Hospital 
xJL  in  May,  1887,  with  a  peculiar  growth  in  the  left  side  of 
the  neck.  The  child  was  well  developed  and  in  perfect  health. 
At  her  birth  the  confinement  had  been  normal.  The  small  mass 
ill  the  neck  had  been  noticed  immediately  after  birth,  and  it  had 
grown  as  the  child  had  grown.  The  neck,  the  lower  jaw,  the  hyoid 
bone,  the  larynx,  and  the  pinnae  presented  no  deviation  from  the 
normal  condition.  There  was  no  history  of  deformity  in  any 
member  of  the  child's  family. 

>  On  the  left  side  of  the  neck  a  peculiar  projection  of  the  skin 
was  visible.  It  looked  and  felt  as  if  a  foreign  body  were  lodged 
beneath  the  integuments.  The  little  elevation  was  ridge-like  and 
was  raised  about  one  centimetre  above  the  general  level  of  the 
surface.  On  examination  a  hard  elongated  body  was  made  out. 
It  was  of  irregular  shape  and  about  an  inch  in  length.  It  felt 
like  cartilage  and  could  be  bent  under  the  fingers.  The  skin 
covering  it  was  perfectly  normal.  There  was  no  tag-like  arrange- 
ment of  the  integument,  no  growth  in  the  skin,  and  no  sinus  in 
the  vicinity.  The  foreign  body  was  very  mobile  but  could  not  be 
entirely  separated  from  the  skin. 

The  mass  was  placed  obliquely  in  the  lower  part  of  the  neck. 
It  occupied  the  lower  third  of  the  anterior  triangle  ;  was  parallel 
to  the  great  cornu  of  the  hyoid  bone,  and  was  midway  between  the 
upper  margin  of  the  thyroid  cartilage  and  the  clavicle.  It  was  over 
the  sternal  part  of  the  sterno-mastoid  muscle.  The  upper  extremity 
(a)  pointed  to  the  left  ear,  the  lowest  end  (b)  to  the  sterno-clavicular 
point.  A  ridge  (c)  between  these  points  caused  the  elevation  of 
the  skin. 
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I  excised  the  mass.  It  was  quite  subcutaneous  aud  had  but  a 
feeble  attachment  to  the  skin.  It  was  very  movable.  It  proved 
to  be  a  mass  of  cartilage  embedded  in  connective  tissue.  From 
the  most  deeply  placed  part  of  the  cartilage  (d)  a  fibrous  cord 
passed,  taking  a  direction  apparently  towards  the  spine.  No  vessel- 
required  ligature.  The  muscle  was  not  exposed,  and  the  wound 
healed  by  first  intention. 

The  mass  on  removal  was  found  to  be  made  of  cartilage.  It 
took  the  form  of  a  rod  that  was  twisted  upon  itself  at  its  upper 
part  and  at  its  lower  extremity  was  divided  into  two  plates  (see 
Woodcut  17). 

Woodcut  17. 


I  am  not  aware  that  many  cases  precisely  similar  to  this  have 
been  placed  on  record. 

There  is  little  doubt  but  that  the  nodule  was  developed  about 
the  fourth  branchial  cleft. 

The  congenital  fistulae  that  are  so  frequently  left  at  the  neck  from 
imperfect  closure  of  the  branchial  clefts  would  appear  to  most 
usually  concern  the  first  and  the  fourth  clefts. 

The  sinus  in  the  latter  situation  has  exactly  the  position  and 
direction  assumed  by  this  piece  of  cartilage. 

The  fistula  is  found  to  open  over  the  lower  third  of  the  sterno- 
mastoid  muscle  from  1  to  2  cm.  above  the  stemo-clavicular  joint. 
It  lies  near  the  sternal  part  of  the  muscle  and  may  pass  in  the 
direction  of  the  spine  to  a  considerable  depth. 

Heusinger  ('  Virch.  Arch.,'  xxix,  p.  365  ;  xxxiii,  p.  175)  and 
others  have  discovered  fragments  of  bone  and  of  cartilage  in  the 
depths  of  such  fistulae. 

In  the  great  majority  of  instances,  however,  in  which  cartilage 
has  been  found  that  substance  has  been  embedded  in  loose  tags 
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or  pendulous  processes  of  skin  that  occupy  the  site  of  the  usual 
fistula  but  that  are  associated  with  no  actual  sinus.  Virchow 
('  Ueber  die  Entstehung  des  Enchondronis,'  Berlin,  1875)  has 
described  these  strauge  masses,  and  a  very  full  account  of  them  has 
been  more  recently  given  by  Weinlechuer  (Gerhardt's  '  Handbuch 
der  Kinderkrankheiten,'  Band  6,  p.  114,  1887)  under  the  title  of 
"  Kienienganghautauswuchse  mit  knorpeligem  Geriiste."  These 
cartilage-containing  skin  tags  have  been  observed  five  times  on  the 
left  side  of  the  neck  and  three  on  the  right.  They  do  not  appear 
to  be  met  with  on  both  sides  at  one  time,  as  is  sometimes  the  case 
with  the  branchial  fistulas.  It  is  noteworthy,  also,  that  the  latter 
sinuses  are  more  common  on  the  right  side  of  the  neck  than  the 
left.  The  cartilages  contained  in  the  integumentary  tumours  are 
never  rounded  but  are — as  in  the  present  case — flat  and  angular. 

The  interest  of  the  present  instance  depends  upon  the  circum- 
stance that  there  were  no  changes  of  any  kind  in  the  skin,  and  but 
for  the  projection  of  the  surface  the  presence  of  the  cartilage 
nodule  would  not  have  been  suspected. 

A  peculiar  case,  a  little  bearing  on  the  present  subject,  is  reported 
by  Mr.  Muirhead  ('  British  Medical  Journal,'  vol.  ii,  1887,  p.  177). 
It  concerned  a  child  five  weeks  of  age.  "  Extending  from  below 
the  left  ear  to  the  left  upper  corner  of  the  sternum  is  a  firm, 
broad  strip  of  cartilage,  probably  already  ossified  in  part,  r-esem- 
bling  in  shape  and  size  the  sterno-mastoid  muscle,  but  presenting 
a  forward  projection  in  the  middle  of  the  neck  as  if  bent  at  an 
obtuse  angle.  It  may  be  caught  between  the  finger  and  thumb  and 
moved  freely  from  right  to  left.  The  cartilage  is  perfectly  separate 
from  the  jaw  above  and  from  the  clavicle  below  it,  and  seems  to 
have  no  other  connections  except  those  described.  Its  origin  from 
the  temporal  bone  is  immediately  below  and  within  the  left  auricle, 
about  half  an  inch  in  front  of  the  normal  origin  of  the  sterno- 
mastoid  muscle.  The  probability  is  thus  suggested  that  its  upper 
attachment  is  connected  with  the  styloid  process.  Its  connection 
with  the  sternum  occupies  the  position  of  the  sternal  portion  of  the 
sterno-mastoid  muscle." 

It  is  hardly  possible  that  this  peculiar  cartilage  could  have  been 
connected  with  the  branchial  clefts.  It  seems  rather  to  have  been 
associated  with  the  sterno-mastoid  muscle. 

November  1st,  1887. 
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4.  Enchondroma  of  hand.     {Card  specimen.) 
By  H.  A.  Lediard,  M.D. 

From  a  young  man,  aged  22,  who  had  had  enlargements  of  the 
fingers  as  long  as  he  could  remember,  but  increasing  in  size 
of  late. 

On  the  index  and  middle  fingers  of  the  right  hand  are  rounded, 
firm  tumours,  the  size  of  large  and  small  walnuts,  which  project 
from  the  sides  of  the  first  and  second  phalanges.  On  the  dorsum 
of  the  hand  and  at  the  base  of  the  index  and  middle  fingers  is  a 
tumour  the  size  of  an  egg.  There  are  also  two  tumours  ]:>laced 
laterally  on  the  first  phalanx  of  the  thumb,  but  easier  felt  than 
seen.  More  particularly,  the  first  phalanx  of  the  index  finger  has 
two  tumours,  whereas  the  second  phalanx  shows  but  one.  The 
first  and  second  phalanges  of  the  middle  finger  show  two 
tumours  each.  The  growths  on  the  second  are  smaller  than  those 
on  the  first  phalanges.  The  hand  could  not  be  closed  and  was 
practically  useless,  and  the  index  and  middle  fingers  were  ampu- 
tated, together  with  portions  of  the  metacarpal  bones  adjoining. 

The  left  hand  showed  similar  growths  in  the  middle  finger  and 
thumb,  but  in  too  early  a  stage  to  cause  any  trouble. 

On  splitting  the  fingers  down  it  was  seen  that  the  terminal 
phalanges  were  healthy,  and  that  the  new  growth  had  originated  in 
the  medulla  of  the  affected  bones.  In  no  case  was  the  normal 
cartilage  of  the  joints  altered.  More  closely  seen,  there  was  but  a 
small  amount  of  natural  osseous  tissue  left,  as  the  shafts  and 
proximal  ends  of  the  phalanges  were  expanded  by  the  presence  of 
cartilaginous  tissue  having  a  j>ink  and  grey  gelatinous  appearance. 
The  metacarpal  bone  of  the  index  finger  was  more  diseased  than 
that  of  the  middle  finger  and  from  it  grew  the  tumour  on  the 
dorsum  of  the  hand  already  described. 

Microscopic  examination  showed  chiefly  hyaline  cartilage,  the 
nuclei  of  which  Avere  branched  or  stellate  whilst  the  cartilage  cells 
were  both  scattered  and  crowded.  February  21st,  1888. 
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DESCRIPTION  OF  PLATE  XIX. 

Fig.  1  illustrates  Mr.  Targett's  specimen  of  Bony  Tumour  of 
the  Buttock.     (Page  304.) 

Fig.  2  illustrates  Mr.  F.Treves's  specimen  of  Sarcomatous  Tumour 
of  the  Sole  of  the  Foot.     (Page  308.) 

Fig.   3    illustrates  Dr.   Wilks'   case  of  Furrows  on   the  Nails. 
(Page  370.) 

From  a  photograph. 
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5.  A  case  of  mixed  tumour  of  the  parotid. 
By  Thomas  F.  Chavasse,  M.D. 

Sarah  N — ,  aged  45,  admitted  to  the  General  Hospital,  Birming- 
ham, in  May,  1886. 

There  is  nothing  calling  for  particular  note,  either  in  the  family  or 
the  personal  history  of  the  patient  until  the  age  of  fifteen.  A  lump 
the  size  of  a  pea  was  then  first  noticed  immediately  below  the  right 
ear ;  this  gradually  increased  to  the  size  of  a  marble,  and  then 
remained  stationary  for  fifteen  years.  At  the  expiration  of  that 
time,  the  swelling  again  commenced  to  slowly  increase  in  size,  and 
in  1880  it  had  reached  the  size  of  an  ordinary  duck's  egg.  An 
attempt  was  then  made  by  a  surgeon  to  remove  the  growth,  but 
according  to  the  patient's  statement  (which  is  confirmed  by  her 
medical  attendant,  Mr.  Hart,  of  Harborne)  the  operation  was  not 
completed,  owing  to  the  severe  hemorrhage  which  was  occasioned. 
The  wound  was  closed  and  healiug  took  place.  After  this  the 
tumour  began  to  grow  rapidly,  and  caused  pain  by  its  weight  in 
the  neck  and  shoulder  on  the  side  affected. 

On  admission  to  the  hospital  there  was  a  tumour  as  large  as  a 
foetal  head,  filling  the  right  parotid  region  and  extending  down- 
wards in  the  anterior  cervical  triangle.  Over  its  surface  a  good 
many  large  veins  were  seen  coursing,  and  a  cicatrix  three  inches 
long,  the  result  of  the  pi'evious  operation,  existed.  With  regard 
to  the  deeper  structures  of  the  neck,  the  growth  appeared  freely 
movable.  Generally  speaking,  it  was  firm  to  the  touch,  but  at  the 
upper  part  it  was  distinctly  nodular,  and  at  the  lower  it  was  semi- 
fluctuating. 

Operation. — On  May  18th,  removal  was  effected  by  a  longitudinal 
incision  extending  from  the  top  to  the  bottom  of  the  growth.  A 
distinct  capsule  was  present,  and  no  deep  connections  calling  for 
special  notice  existed.  The  bleeding  was  fairly  copious  but  readily 
controlled  by  catch  forceps.  Corrosive  sublimate  dressings  were 
applied,  and  on  June  19th  the  patient  went  home  with  the  wound 
quite  healed.     She  has  remained  well  up  to  the  present  time. 

On  removal,  the  tumour  was  found  to  weigh  1  lb.  4  oz. ;  it  was 
ovoid  in  shape  and  furnished  with  a  distinct  capsule. 


302  MORBID    GROWTHS. 

On  section,  it  was  composed  of  a  reddish  grey,  fleshy-looking 
tissue  of  firm  consistence.  Embedded  in  its  substance,  especially 
beneath  the  capsule  and  in  the  cortical  parts,  were  small  nodules 
of  hyaline  cartilage,  surrounded  more  or  less  by  a  zone  of  soft 
gelatinous  tissue.     In  no  part  were  any  distinct  cysts. 

Histologically. — The  excellent  sections  exhibited  were  made  by 
Dr.  Crooke,  Pathologist  to  the  Hospital.  The  drawings  are  by 
Mr.  Teichelmann.  The  growth  is  a  mixed  one.  It  consists  mainly 
of  lobuli  presenting  the  structure  of  fibro-adenomata.  The  amount 
and  character  of  the  stroma  vary  ;  in  some  parts  it  is  mucoid  in 
type,  contains  spindle-shaped  nuclei  disposed  between  anastomosing 
columns  of  cells  of  the  growth,  which  sometimes  form  quite  a 
network. 

In  other  parts  the  stroma  is  more  fibrillated,  contains  blood- 
vessels, and  surrounds  loculi  or  acini  lined  by  the  cells  of  the 
growth,  and,  in  such  parts,  the  acini  are  better  defined  and  the 
cells  are  placed  perpendicularly  to  what  looks  like  a  basement 
membrane. 

In  other  parts  the  stroma  is  denser,  fibrous,  and  branching, 
sending  out  processes  across  the  acini  between  the  cells,  and  the 
growth  here  resembles  a  fibro-adeno-sarcoma. 

Regarding  the  cartilaginous  portions,  in  some  parts  the  matrix 
is  quite  hyaline  in  character,  the  cells  being  surrounded  with  a  well- 
defined  capsule  that  stains  deeply  with  eosine  and  hematoxylin. 
Some  of  the  capsules  are  very  large,  others  are  withering,  and  the 
contained  cells  degenerating.  In  other  places  the  matrix  is  becom- 
ing fibrillated  and  gradually  degenerating  into  myxomatous  tissue, 
and  on  the  transition  borders  many  of  the  capsules  of  the  cartilage 
contain  branched  cells. 

The  myxomatous  portions  are  well  defined,  and  at  their  margins 
are  seen  adherent  cells  in  the  form  of  branching  or  clavate  processes, 
with  individual,  branching,  myxomatous  cells  between,  so  as  to 
resemble  a  myxosarcoma,  until  presently  cell  masses  are  met  with 
resembling  those  within  the  acini  of  the  adenomatous  parts.  The 
myxomatous  change,  therefore,  in  the  cartilage  and  in  the  stroma 
of  the  growth  seems  to  be  a  secondary  and  a  degenerative 
process. 

The  atrophy  of  the  lobular  acini  of  the  adenomatous  part  by  the 
development  and  growth  of  the  cartilage  in  the  stroma  is  well  seen 
at  the  peripheral  part  of  the  tumour. 


MIXED    TUMOUR    OF    THE    PAROTID.  303 

The  record  of  this  mixed  tumour  of  the  parotid  brings  promi- 
nently forward  the  question  of  the  origin  of  the  cartilaginous  cells. 
It  has  been  suggested  that,  owing  to  traumatic  or  other  causes, 
subacute  parotiditis  may  give  rise  to  cells  which  become  transformed 
into  cartilaginous  elements.  Another,  and  to  my  mind  a  more 
plausible  theory,  is  that  in  early  fcetal  life  some  of  the  cartilage 
intended  for  the  ear,  from  some  cause  or  other,  gets  stranded  in 
the  parotid,  and  after  a  latent  period  makes  its  presence  apparent. 
As  might  be  expected,  the  effects  become  evident  during  the 
growing  period  of  life.  The  few  patients,  all  of  whom  have  been 
women,  that  have  come  under  my  immediate  notice  with  so-called 
enchondroma  of  the  parotid,  have  noted  the  first  signs  of  tumour 
formation  before  or  about  the  period  of  puberty. 

If  the  hypothesis  of  this  stranding  of  foetal  cartilage  be  correct, 
the  presence  of  this  abnormal  constituent  may  act  as  an  irritant 
and  cause  an  hypertrophy  of  the  true  glandular  elements  of  the 
parotid.  An  examination  of  the  microscopic  sections  shows  that 
in  this  case,  when  plenty  of  time  for  development  had  been  allowed 
before  the  removal  of  the  growth,  perfect  adenomatous  tissue  is 
abundantly  seen. 

The  presence  of  myxomatous  tissue  in  the  tumour  is  probably 
the  result  of  retrograde  changes,  in  which  the  higher  type  of  con- 
nective-tissue growth  degenerates  into  a  lower  form.  The  same 
may  be  said  to  hold  good  with  regard  to  the  yet  more  embryonic 
elements,  viz.  the  sarcomatous. 

An  examination  of  the  various  sections  of  this  tumour  tends  to 
confirm  the  belief  that  the  theory  is  both  probable  and  possible. 

As  to  recurrence  after  removal,  no  hard-and-fast  rule  can  be  laid 
down,  but  any  return  of  such  a  growth  appears  to  be  slow.  In 
the  present  instance  nearly  two  years  have  elapsed,  and  there 
are  no  signs  of  any  new  formation. 

In  a  case  recorded  by  Mr.  Sidney  Jones  in  vol.  xxiii  of  the 
'  Transactions '  of  this  Society,  a  growth  somewhat  similar  on 
section,  but  much  larger,  weighing  3  lbs.  4  oz.,  was  removed  from  a 
man  aged  58.  Twenty-eight  years  before  a  tumour  the  size  of  a 
walnut  had  been  excised  from  his  parotid,  and  then  there  were  no 
symptoms  of  recurrence  for  nearly  five  years. 

Nine  years  ago  I  removed  from  the  left  parotid  region  of  a  girl, 
aged  18,  a  mixed  growth,  the  size  of  a  bantam's  egg,  with  carti- 
laginous nodules  well  marked,  but  with  none  of  the  sarcomatous 
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intercellular  substance  evident,  as  in  the  case  of  Sarah  N— ,  and  up 
to  this  date  there  has  been  no  return  of  the  tumour. 

In  these  instances  of  tumours  of  the  parotid  gland  containing 
cartilage  may  not  the  microscopic  appearances  of  the  other  parts 
of  the  neoplasm  furnish  some  sort  of  clue  as  to  the  future  clinical 
history  ?  If,  as  in  the  case  we  are  now  discussing,  the  sarcomatous 
elements  are  abundant,  then  the  ultimate  prognosis  is  probably 
unfavorable.  But  if  the  suggestion  of  retrograde  metamorphosis 
be  accepted  as  producing  the  sarcomatous  tissue,  then  the  earlier 
such  a  tumour  be  removed  the  better  for  the  patient,  the  more 
favorable  the  prognosis. 

The  age  of  the  patient  and  the  family  history  must  also  be  taken 
into  account.  Sir  James  Paget  is  of  opinion  that  in  cases  of 
cartilaginous  tumours  in  which  the  cartilage  is  of  a  soft  type, 
recurrence  is  very  apt  to  take  place,  especially  in  those  with  a 
cancerous  family  history.  February  21st,  1888. 


6.    Bony  tumour  of  buttock   {?  ossification  in  bursa.)      {Card 

specimen.) 

By  J.  H.  Targett,  M.S. 

[With  Plate  XIX,  fig.  1.] 

History. — George  E — ,  aged  23,  iron  ship-builder,  works  in  a 
sitting  position  with  a  sliding  motion  which  he  compares 
with  that  of  rowing.  Has  followed  this  occupation  for  twelve 
years  at  ten  hours  per  diem. 

Four  years  ago  he  noticed  a  small  lump  over  the  left  tuber  ischii 
which  grew  very  slowly  at  first,  but  more  rapidly  during  the  last 
two  years.  It  caused  some  discomfort  after  sitting  on  it  for  any 
length  of  time.  The  tumour  was  removed,  and  found  to  be 
embedded  in  the  abundant  fat  of  the  buttock,  but  adherent  by  its 
deeper  surface  to  the  lower  edge  of  the  gluteus  maximus.  It  was 
hemispherical  in  shape,  and  measured  four  inches  in  diameter  and 
three  inches  in  depth. 

Description  of  tumour. — A  vertical  section  shows  a  number  of 
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masses  of  bone  embedded  in  fibro-fatty  tissue ;  their  cut  surfaces 
are  somewhat  circular  and  have  a  distinct  narrow  border  of 
cartilage,  the  chief  portion  of  the  masses  being  composed  of  dense 
osseous  tissue.  The  majority  of  these  bony  masses  appear  to  be  quite 
independent  of  each  other,  for  they  admit  of  slight  lateral  movement  ; 
moreover,  some  of  them  have  a  well-defined  synovial  sac  reflected 
over  a  large  part  of  their  circumference,  in  which  they  play  like  a 
joint.  The  smaller  nodules  are  entirely  cartilaginous,  and  the  deeper 
border  of  the  specimen  is  composed  of  very  dense  fibrous  tissue  to 
which  muscular  fibre  is  adherent.  The  convex  surface  of  the  specimen 
is  a  little  bossy  from  the  protrusion  of  these  masses  of  bone.  There  is 
no  sign  of  capsule  to  the  tumour,  nor  of  any  cavity  iu  its  interior. 

Microscopically  the  smaller  nodules  are  composed  of  hyaline 
cartilage,  and  the  larger  ones  of  dense  true  bone,  bounded  by  a  zone 
of  ossifying  cartilage  as  described  above. 

Remarks. — This  tumour  can  hardly  have  arisen  in  relation  with 
the  noi'mal  ischial  bursa,  as  it  was  quite  superficial  to  the  gluteus 
maximus ;  but  the  history  of  long-continued  irritation  makes  it 
probable  that  it  started  in  a  similar,  though  adventitious,  structure. 

April  17th,  1888. 


7.  Sarcoma  beneath  the pector alls  major.     {Card  specimen.) 
By  Stephen  Paget. 

This  growth  was  removed  from  a  gentleman  aged  69.  It  was 
first  noticed  four  months  ago.  It  grew  with  very  great 
rapidity  to  the  size  of  a  cocoa-nut :  an  elastic  solid  mass,  movable 
on  the  ribs,  lying  beneath  and  behind  the  right  pectoral  muscle.  The 
skin  was  not  adherent  over  it,  nor  were  any  enlarged  glands  to  be  felt. 
The  mass  was  exposed  by  a  free  incision  through  the  muscle,  and 
removed.  It  was  encapsuled,  lying  on  the  ribs,  but  not  closely 
adherent  to  them.  It  was  soft,  cystic,  gelatinous,  hemorrhagic, 
and  almost  broken  down  in  some  parts.  The  wound  healed  quickly. 
The  disease  recurred  round  the  scar  with  very  great  rapidity, 
and  was  twice  again  removed,  but  it  grew  very  speedily,  and  the 
patient  died  from  exhaustion  in  June,  1888. 

20 
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The  structure  of  the  first  growth  was  that  of  a  mixed-celled  or 
fibro-sarcoma.     The  recurrent  growth  was  softer,  almost  diffluent. 

December  20th,  1887. 


8.  Multiple  sarcomata  of  skull,  ribs,  and  glands.     (Card 
specimen.) 

By  J.  H.  Targett,  M.S. 

History. — Edgar  G — ,  aged  1  year,  fell  out  of  a  chair  two  months 
ago  and  grazed  his  nose.  Soon  after  a  swelling  developed 
in  left  frontal  region  which  steadily  increased. 

On  admission,  hemispherical  swelling  three  inches  in  diameter, 
elastic,  non-pulsatile.  Veins  dilated  over  it.  No  brain  symptoms. 
No  history  or  signs  of  syphilis. 

On  tenth  day  two  other  small  tumours  noticed  on  the  head. 
Temperature  raised  to  101°  for  last  three  days.  The  child  is  now 
rather  drowsy,  and  has  rapidly  wasted. 

Death  on  twentieth  day  after  admission  from  broncho-pneumonia. 
The  tumours  have  grown  rapidly  of  late. 

Autopsy. — There  is  a  large  mass  occupying  the  middle  of  left 
frontal  bone,  spherical  in  shape,  two  and  a  quarter  inches  in 
diameter,  projecting  to  like  extent  on  both  external  and  internal 
surfaces  of  cranium.  Pericranium  closely  adherent  and  forms  a 
capsule  on  the  one  side,  while  the  dura  mater  is  tightly  stretched 
over  inner  surface  but  not  definitely  adherent.  On  section  soft, 
dark  red  in  colour ;  a  knife  will  pass  readily  through  centre  of 
growth,  the  bone  being  extensively  invaded.  There  are  three  or 
four  small  secondary  deposits  in  the  cranium,  in  the  neighbourhood 
of  the  main  tumour  ;  one  of  these  is  quite  in  the  centre  of  the 
bone,  and  only  visible  on  holding  skull  up  to  the  light.  Another 
deposit  was  found  in  left  lesser  wing  of  sphenoid,  and  a  much 
larger  one  in  left  temporal  region. 

There  was  a  considerable  depression  in  first  and  second  left 
frontal  convolutions  due  to  the  main  tumour. 

Viscera  healthy,  except  a  small  nodule  in  liver. 

Several  ribs  on  both  sides  invaded  at  their  sternal  ends,  the  bone 
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being  almost  entirely  replaced  by  growth.  This  is  of  interest,  as 
there  were  rickety  changes  in  other  parts.  There  was  a  large 
mass  of  growth  along  the  dorsal  spine  due  to  deposits  in  the  inter- 
costal glands,  but  it  had  not  involved  the  spine.  Below,  this  was 
continuous  with  a  similar  mass  in  the  abdomen  which  reached  the 
whole  length  of  lumbar  spine,  and  on  the  left  side  to  spleen,  tail  of 
pancreas  and  kidney.  The  latter  was  almost  encapsuled  with 
growth,  but  its  structure  was  healthy,  and  cortex  not  adherent  to 
growth.  The  left  ureter  passed  through  the  mass  of  growth,  and 
must  have  been  compressed,  for  the  pelvis  was  dilated  above.  On 
section,  this  large  abdominal  mass  was  found  to  be  deposits  in  the 
mesenteric  and  lumbar  glands,  which  were  much  enlarged  and 
closely  applied  to  one  another.  The  mesenteric  and  other  vessels 
wei'e  embedded  in  the  growth. 

Microscopically  the  frontal  tumour  consisted  largely  of  masses  of 
cells  embedded  in  blood-clot,  from  extensive  extravasation  of  blood. 
The  firmer  portions  had  a  somewhat  alveolated  arrangement.  It 
was  a  round -celled  sarcoma,  the  cells  being  very  uniform  in  size. 

January  \7th,  1888. 


9.   Melanotic  sarcoma,  growing  from  the  edge  of  the  nail  of  the 
index  finger.      {Card  specimen.) 

By  H.  A.  Lediaed,  M.D. 

This  small  melanotic  tumour  was  found  growing  at  the  side  of 
the  nail  of  the  index  finger  of  a  woman  aged  40.  The  surface 
was  firm,  and  resembled  granulation  tissue,  no  trace  of  pigment 
being  visible.  The  tumour  had  been  growing,  almost  painlessly, 
for  two  years.  The  nail  was  torn  off,  the  growth  snipped  off  with 
scissors,  and  the  phalanx  thoroughly  scraped.  Microscopic  exami- 
nation proving  that  the  growth  was  a  melanotic  sarcoma,  the  finger 
was  amputated  at  the  metacarpophalangeal  joint  a  few  days  later. 

The  patient  came  first  on  May  27th,  1885,  and  died  during  July, 
1887,  with  a  large  number  of  melanotic  tumours  over  the  body. 

The  original  growth  shown  measures  three  quarters  of  an  inch 


308  MORBID    GROWTHS. 

long,  half  an  inch  broad,  and  three  quarters  of  an  inch  deep.  To 
the  naked  eye  a  large  quantity  of  pigmented  growth  is  seen  more 
especially  on  the  deep  surface  of  the  tumour. 

October  18th,  1887.  ' 


10.  Sarcomatous  tumour  of  the  sole  of  the  foot. 
By  Frederick  Treves. 
[With  Plate  XIX,  fig.  2.] 

The  patient  from  whom  this  specimen  was  obtained  was  a  man, 
aged  56,  a  labourer,  who  was  admitted  into  the  London 
Hospital  in  May,  1886,  with  a  large  tumour  growing  from  the  sole 
of  the  left  foot.  The  growth  formed  a  remarkable  projection.  It 
was  rounded  and  particularly  well  circumscribed.  It  was  a  little 
flattened  on  its  plantar  aspect  and  slightly  constricted  at  its 
base.  It  was  even  and  of  regular  outline  and  to  the  touch 
firm  and  resisting.  The  skin  covering  the  growth  was  greatly 
thickened  but  in  other  respects  normal.  The  mass  was  limited  to 
the  sole,  and  its  base  corresponded  to  the  posterior  part  of  the  fifth 
metatarsal  bone.  It  had  a  circumference  of  ten  inches,  measured 
about  three  inches  in  the  transverse  direction  and  three  and  a  half 
in  the  antero-posterior.  It  projected  one  and  three  quarter  inches 
from  the  surface  of  the  sole.  The  part  of  the  tumour  nearest  to 
the  great  toe  was  a  little  more  prominent  than  the  rest  and 
decidedly  softer.  The  tumour  had  been  first  noticed  thirty  years 
ago  and  made  its  appearance  after  a  severe  attack  of  rheumatism. 
Its  growth  had  been  steady  but  exceedingly  slow.  The  man  had 
always  walked  upon  it,  placing  the  foot  flat  upon  the  ground.  He 
walked  indeed  mainly  upon  the  heel  and  the  tumour.  For  many 
vears  the  presence  of  the  mass  had  caused  him  to  walk  lame,  and 
he  had  been  in  the  habit  of  cutting  away  the  outer  part  of  his  boot 
to  allow  the  tumour  to  project. 

He  had  enjoyed  fair  health  all  his  life  and  the  foot  had  given 
him  no  particular  trouble. 
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During  the  last  two  months  the  mass  Lad  commenced  to  grow 
more  rapidly,  the  growth  showing  itself  in  the  softer  and  more 
prominent  jmrt  of  the  tumour  to  which  allusion  has  been  made.  I 
removed  the  tumour  and  ascertained  that  it  grew  from  the  plantar 
fascia  below  the  fifth  metatarsal  bone.     The  wound  healed  rapidly. 

On  section,  the  greater  part  of  the  mass  was  perfectly  homo- 
geneous, was  pale  and  dense,  and  exhibited  the  ordinary  appearance 
of  a  fibrous  or  fibro-cellular  tumour  with  a  very  well-defined 
capsule.  The  part  of  more  recent  growth  appeared  as  a  rounded 
mass  the  size  of  a  horse  chestnut  that  was  pretty  clearly 
defined  from  the  rest  of  the  tumour.  It  was  less  perfectly 
encapsuled,  was  much  softer,  was  of  a  yellowish  pink  tint  and  much 
more  succulent.     It  had  in  short  all  the  appearances  of  a  sarcoma. 

Briefly  it  may  be  said  that  the  older  part  of  the  growth  showed 
under  the  microscope  the  structure  of  a  fibrous  tumour,  the  more 
recent  part  that  of  a  spindle- celled  sarcoma. 

Clinically,  the  case  suggests  that  age  had  apparently  in  this 
instance  more  to  do  with  the  development  of  the  sarcomatous 
change  than  had  other  factors.  The  tumour  had  for  years  been 
exposed  to  irritation,  to  great  fluctuations  of  temperature,  and  to  no 
moderate  degree  of  violence,  for  with  every  step  the  patient  took  the 
mass  must  have  been  crushed  beneath  the  weight  of  his  body. 
Yet  for  thirty  years  these  supposed  excitants  of  tumour  growth 
had  been  acting  without  hindrance,  but  it  was  not  until  the  man 
had  become  old  that  any  change  took  place  in  the  character  of  the 
growth. 

A  greater  interest,  however,  attaches  to  the  precise  nature  of  the 
change  that  occurs  when  an  innocent  tumour  "  takes  on  malignant 
action."  Such  change  is  common  enough.  The  long  irritated 
wart  may  in  time  develop  into  an  epithelioma.  The  fibrous  or 
fibro-cellular  tumour  may,  in  what  would  appear  to  be  a  like 
manner,  assume  the  characters  of  a  sarcoma.  The  simple  adeno- 
matous tumour  of  the  breast  may  in  the  course  of  years  take  upon 
itself  the  features  of  a  cancerous  growth.  It  is  probable  that  a  like 
metamorphosis  may  be  concerned  in  all  these  instances.  In  detail- 
ing such  change  it  is  commonly  assumed  that  the  primary  innocent 
growth  becomes  in  some  part  of  its  substance  actually  converted 
into  the  tissue  of  a  malignant  neoplasm. 

It  is  not  unusual  to  say  that  the  tumour  has  undergone  malignant 
degeneration,  or  that  it  has  taken  on  malignant  action.     Whatever 
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expression,  however,  is  employed,  the  assumption  follows  that  it  is 
the  actual  tissue  of  the  innocent  tumour  that  has  undergone  change. 
If  such  change  be  possible  the  title  neoplasm  would  seem  to  be  a 
misnomer.  The  growth  is  not  so  much  a  new  growth  as  the 
product  of  a  transformation  in  already  existing  tissue. 

I  am  under  the  impression  that  in  cases  of  so-called  malignant 
degeneration  the  primary  tumour  remains — so  far  as  its  structural 
elements  are  concerned — unchanged,  and  that  the  condition  is 
simply  that  of  a  tumour  of  a  tumour.  The  primary  growth  will 
suffer  from  the  vicinity  of  the  malignant  mass  just  as  normal 
tissues  will  suffer,  and  the  growth  will  be  probably  involved  in 
the  destruction  that  follows  in  the  Avake  of  the  ill-disposed 
neoplasm.  The  examination  of  the  present  specimen  certainly 
appears  to  support  this  view. 

To  the  naked  eye  the  sarcoma  is  a  clearly  denned  new  deposit  in 
the  substance  of  the  ancient  tumour. 

The  patient  was  aware  of  this  new  growth,  its  locality  was  clearly 
indicated  before  the  operation  was  performed,  it  differ-ed  from  the 
primary  growth  in  aspect  and  consistence,  and  its  relation  to  the 
fibroma  would  appear  to  the  naked  eye  to  be  well  expressed  by  the 
term  a  tumour  of  a  tumour. 

The  microscopic  examination  provides  still  more  substantial 
evidence.  The  main  tumour  is  simply  a  fibrous  growth,  singularly 
uniform  in  appearance  and  structure  in  all  parts. 

A  section  of  the  central  portion  of  the  newer  growth  reveals  the 
typical  formation  of  a  spinclle-celled  sarcoma  of  the  most  ordinary 
type.  When  the  boundary  line  of  the  sarcoma  is  reached,  it  can 
only  be  said  that  the  two  tumours  meet. 

The  sarcoma  is  not  encapsuled.  The  fibroma  forms  its  capsule 
wall.  The  periphery  of  the  malignant  tumour  shows  a  less  orderly 
structure  than  does  the  centre.  The  cells  are  less  methodically 
arranged,  they  are  of  less  regular  size  and  of  more  uncertain  shape. 
The  growth  would  indeed  appear  to  be  disorderly.  At  many 
points  the  sarcoma  and  the  fibroma  have  blended, — the  one  has 
thrown  into  the  other ;  but  at  no  single  point  is  there  the  least 
evidence  to  show  that  the  sarcoma  has  been  developed  from  the 
fibroma  tissue.  The  two  growths  remain  everywhere  distinct. 
There  is  nothing  to  suggest  that  a  single  sarcoma-cell  has  taken 
its  origin  from  an  existing  fibroma-cell. 

It  would  appear  that  the  primary  growth  has  been  invaded  by  a 
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sarcoma,  and  not  that  a  portion  of  its  substance  has  undergone 
any  process  of  conversion. 

The  specimen  may  be  taken  therefore  as  an  example  of  a  tumour 
of  a  tumour.  December  20th,  1887. 


11.   Case  of  villous  sarcoma  of  the  neck  and  heart. 
By  Joseph  Griffiths,  M.D. 

I  am  indebted  to  Mr.  Carver  for  his  kind  permission  in  allowing 
me  to  bring  this  case  in  full  before  the  Society,  and  to  Mr. 
Francis  for  the  clinical  notes. 

Ellis  A — ,  aged  47,  carpenter,  admitted  into  Addenbrooke  Hos- 
pital, October  23rd,  1886,  under  the  care  of  Mr.  Carver. 

Three  months  prior  to  admission  patient  noticed  a  tumour,  the 
size  of  a  hazel-nut,  movable,  and  situated  about  the  middle  of  the 
posterior  border  of  the  left  sterno-mastoid  muscle.  Suffered  from 
headache  the  last  six  weeks.  The  tumour  has  rapidly  enlarged 
of  late. 

Father  alive  and  well.  Mother  died  at  age  of  sixty-five  ;  cause 
of  death  not  ascertained.  Has  brothers  and  sisters  alive  and  well. 
There  is  no  history  of  new  growth  in  the  family  and  no  evidence  of 
syphilis. 

A  pale  emaciated  looking  man  with  sunken  eyes,  cheeks,  and 
temples.  Has  always,  previous  to  present  illness,  enjoyed  good 
health,  except  a  little  rheumatism  at  times. 

On  left  side  of  neck  there  is  a  large,  hard,  very  prominent, 
nodulated  swelling,  aj)parently  implicating  sterno-mastoid  muscle, 
or  immediately  subjacent  and  stretching  it.  It  extends  from  corre- 
sponding mastoid  process  downwards  and  forwards,  below  ear,  to  the 
left  angle  of  lower  jaw,  reaching  to  nearly  sternal  end  of  sterno- 
mastoid  muscle.  The  lower  half  is  less  prominent  and  easily 
made  out.  The  mass  is  fixed,  and  the  skin  is  tightly  stretched 
over  it  at  one  part  where  there  is  a  certain  amount  of  redness. 
The  tumour  is  equal  in  consistency  throughout,  and  feels  like  a 
mass  of  enlarged  glands.     The  external  jugular  vein  of  that  side 
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cannot  be  made  out.  In  front  of  the  neck,  a  little  to  the  left,  just 
above  the  manubrium  sterni,  is  another  isolated  growth  of  the 
size  of  a  walnut.  No  pain  or  tenderness.  Neck  is  stiff,  and  its 
movements  are  restricted. 

There  is  difficulty  in  swallowing  solids  only,  but  no  pain  during 
act.  Nothing  detected  by  buccal  examination  and  no  blood  from 
pharynx. 

He  also  suffered  from  a  slight  cough,  and  brought  up  some  very 
offensive  sputum.  No  pain  in  thorax.  Urine  free  of  albumen  and 
of  sugar. 

Further  notes  were  not  taken,  and  the  patient  died  on  January 
26th,  1887. 

Post-mortem  examination. — A  large,  irregular,  and  firm  mass 
involves,  and  extends  between,  the  muscular  fibres  of  the  upper 
third  of  the  left  sterno-mastoid  muscle,  gradually  lost  above  in 
cord-like  processes  reaching  up  to  the  skull  in  and  between  the 
sterno-mastoid  and  the  adjacent  muscles.  In  front  of  the  mass, 
occupying  apparently  the  lumen  of  the  vein,  is  a  thick,  cylinclriform 
structure,  half  an  inch  in  diameter,  which  at  the  level  of  the  hyoid 
bone  rapidly  enlarges  to  about  an  inch  in  diameter,  and  passes 
downwards  for  two  inches,  then  it  rapidly  narrows  into  a  thin 
filament.  At  its  upper  enlarged  end  it  is  connected  on  its  inner 
aspect  by  a  constricted  portion  to  another  cylindriform  structure 
of  the  same  size,  lying  in  the  position  of  the  external  jugular  vein, 
and  reaching  to  the  left  subclavian ;  this  portion  was  the  part  felt 
as  an  isolated  mass  of  supposed  lymphatic  glands  in  the  living 
subject.  At  the  junction  referred  to  there  is  on  the  inner  side  of 
it  a  small  irregular  mass,  and  from  its  posterior  part  can  be  traced 
downwards  along  the  left  border  of  the  thyroid  gland  a  cord-like 
structure,  the  size  of  an  ordinary  quill,  which  gradually  becomes 
thinner,  and  terminates  near  the  lower  border  of  the  isthmus  ;  and 
upwards  from  it  three  or  four  similar  cords  can  be  traced  between  the 
extrinsic  muscles  of  the  tongue,  where  they  become  gradually  lost. 
The  left  internal  jugular  vein  is  distended  in  the  same  manner  as 
the  external  jugular  from  the  level  of  the  hyoid  bone  downwards. 
Above  this  point  the  lumen  is  free  and  the  vessel  walls  are 
healthy. 

The  mass  in  the  sterno-mastoid  on  section  was  seen  to  consist  of 
round  or  ovoid  masses  of  a  whitish  tissue,  varying  fx'om  a  very 
small  size  to  about  half  an  inch  in  diameter,  into  some  of  which 
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small  haemorrhages  have  taken  place.  Each  was  surrounded  by  a 
distinct,  well-defined,  fibrous  capsule,  which  appeared  to  be  the 
wall  of  a  small  vein.  The  growths  in  the  external  and  internal 
jugular  veins  are  identical ;  each  consists  of  very  numerous,  delicate, 
sometimes  flattened,  and  irregularly  branching  filaments,  varying 
in  width  from  1  to  2  mm.,  which  are  very  closely  packed,  so  as  to 
form  a  dense  solid  mass,  filling  more  or  less  completely  the  lumen 
of  the  vessel.  Occasionally  small  masses  of  fibrin  are  seen  between 
the  filaments.  The  mass  in  the  lumen  is  connected  to  the  interior 
of  the  vessel  wall  by  means  of  delicate,  flat,  band-like  processes, 
which  are  not  very  numerous,  and  they  were  not  easily  separated 
from  the  vessel  wall.  The  filamentous  nature  of  the  growth  is 
well  seen  at  the  divided  ends  of  the  internal  and  external  jugular 
veins.  Uufortunately,  being  ignorant  of  the  nature  of  the  case,  I 
had  removed  the  heart  and  lungs  in  the  ordinary  way,  and  thereby 
disturbed  any  continuity  of  growth  that  may  have  existed  from  the 
root  of  the  neck  towards  the  heart.  There  was  nothing  found  in 
the  vena  cava  superior  nor  in  the  right  auricle,  but  in  the  cavity  of 
the  right  ventricle  was  a  cluster  of  "  stunted,  shrub-like,  leafless 
growths,"  I  judge  like  that  so  described  by  Sir  James  Paget  in  a. 
somewhat  similar  case.  They  were  entangled  in  fibrin,  and  also 
between  the  chordae  tendineaa.  Here  there  existed  no  filamentous 
connection  with  the  wall  of  the  ventricle,  musculi  papillares,  or 
chorda?  teudmeae ;  so  far  as  I  could  determine,  therefore,  it  was 
loose  in  the  cavity.  The  branches  of  the  shrub-like  growth  are  of 
different  sizes,  tubular  and  dilated  here  and  there  into  cysts  con- 
taining clear  limpid  fluid.  On  the  exterior  of  the  tubes  were  small 
projections  or  branches  which  in  many  cases  form  cysts.  Extending 
along  the  pulmonary  artery  is  a  slender  irregular  cystic  growth,  1 
to  2  mm.  in  thickness,  and  in  each  of  the  divisions  of  the  pul- 
monary artery  a  similar  growth  is  seen.  There  was  no  continuity 
between  these  growths  and  that  in  the  ventricle.  In  the  lumen  of 
one  of  the  bi'anches  of  the  left  pulmonary  artery  another  of  these 
cystic  growths,  partially  filling  it,  can  be  traced  from  the  root  to 
the  periphery  of  the  lung,  where  some  of  the  lateral  terminal 
branches  are  also  filled  with  a  continuation  of  the  growth.  Delicate 
filamentous  attachments  between  the  growth  and  the  vessel  exist 
here  as  in  the  veins  just  mentioned.  There  is  no  evidence  of  the 
formation  of  a  thrombus  in  any  part  of  the  vessel,  and  the  external 
appearances  and  minute  structure  of  the  growth  are  quite  different 


314  MORBID    GROWTHS. 

from  those  of  a  thrombus.  No  other  changes  in  this  lung.  In 
the  first  divisions  of  the  right  pulmonary  artery  are  similar 
growths  which  almost  occlude  some  of  them ;  and  in  this  lung 
there  is  a  large  gangrenous  cavity  towards  the  middle  of  its  sub- 
stance. 

The  nervous  system  not  examined.  All  other  organs  and  tissues 
healthy. 

Microscopically,  one  of  the  ovoid  or  round  masses  in  the  sterno- 
mastoid,  under  a  low  power,  is  seen  to  consist  of  a  capsule  or 
vessel  wall,  and  filled  with  dendritic  cell-growths,  in  places 
adherent  to  the  wall,  and  in  these  intervening  spaces  blood  was 
found.  The  vessel  wall  contains  no  muscle- cells.  Under  a 
higher  power  each  of  these  dendritic  processes  exhibits  at  its 
periphery  two  or  more  layers  of  flattened  spindle-shaped  cells,  and 
in  the  interior  were  irregular  shaped  cells,  varying  much  in  size, 
with  a  good  deal  of  intercellular  substance  approaching  that  of 
connective  tissue.  In  many  of  the  processes  I  found  near  the  centre 
one  or  more  giant-cells,  and  as  the  question  of  the  formation  of 
"  giant-cells  "  is  of  much  interest  to  the  pathologist  it  may  not  be 
out  to  place  to  consider  their  formation  in  this  case,  which  could 
be  pretty  clearly  traced  to  be  as  follows :  A  particular  cell  enlarges 
in  its  nucleus  and  protoplasm,  both  of  which  appear  at  this  early 
stage  otherwise  unaltered.  During  further  enlargement  the  nucleus 
becomes  finely  granular,  more  or  less  opaque,  and  its  outline 
irregular  and  indefinite  ;  the  surrounding  protoplasm  undergoes 
a  similar  change.  Later,  adjacent  cells  similarly  affected  unite, 
and  some  of  the  nuclei  appear  to  unite  also,  and  to  constitute  a  large, 
many  nucleated,  ill-defined  mass.  A  section  of  one  of  the  branches 
of  the  shrub-like  growth  from  the  right  ventricle  shows  a  cyst  with 
a  thick  wall,  which  consists  of  cells  with  much  intercellular  sub- 
stance and  of  a  structureless  material  in  small  patches,  varying  in 
amount.  On  the  exterior  of  the  growth  is  a  little  coagulated  fibrin 
iu  places.  This  structureless  material  led  me  to  examine  for  the 
presence  of  micro-organisms,  but  after  several  attempts  by  various 
methods  I  failed  to  discover  the  presence  of  any. 

The  case  I  have  thus  ventured  to  bring  before  you  being  of  an 
unusual  nature  led  me  to  investigate  the  literature.  I  have,  how- 
ever, been  able  to  find  only  two  cases,  and  these  present  in  a  measure 
only  similar  conditions. 

One  is  by  Sir  James  Paget,  described  and  figured  in  the  '  Med.- 
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Chir.  Trans.,'  vol.  xxxviii,  which  began  as  an  enchondroma  of  the 
right  testis,  and  pi-oved  fatal  by  producing  secondary  carti- 
laginous growths  in  the  lungs,  and  also  growths  in  the  vena  cava 
inferior  and  pulmonary  arteries,  similar,  apparently,  in  nature  to 
those  in  the  case  before  you. 

Sir  James  is  of  opinion  that  the  growth  extended  from  the  testis 
towards  the  vena  cava  through  lymphatic  channels  which  increased 
in  size  and  dilated  to  accommodate  themselves  to  the  growth.  In 
my  case  the  growths,  small  and  large,  were  distinctly  in  vascular 
channels,  which  are  venous  in  nature.  Also,  in  my  case  there  is 
considerable  evidence  in  favour  of  the  view  that  the  growth  origin- 
ates from  the  interior  of  the  veins,  but  that,  I  think,  must  remain 
a  doubtful  point  for  the  present. 

The  other  case  is  by  Prof.  Weber  in  '  Virchow's  Arch.,'  Bd.  35, 
S.  501,  in  which  enchondroma  of  the  pelvis  existed  at  first,  the 
skeleton  being  affected  in  many  parts.  Shrub-like  growths  in  the 
veins  of  the  pelvis  and  also  in  the  pulmonary  arteries  were  present, 
of  which  he  gives  a  drawing. 

These  two  cases  originated  as  enchondroma,  and  in  a  later  stage 
in  their  development  assumed  a  dendritic  form  of  growth  in  the 
vessels,  whereas  in  my  case  no  such  origin  exists,  and  the  microscope 
reveals  a  dendritic  mode  of  growth  in  what  I  conceive  to  be  the 
seat  of  origin. 

This  tumour  suggested  many  other  points  of  considerable  interest 
in  general  pathology  into  which  it  is  not  my  intention  to  enter  in 
the  present  paper.  April  17th,  1888. 

Report  of  the  Morbid  Growths  Committee  on  Dr.  Griffiths' s  speci- 
men.— One  of  the  most  important  facts  in  regard  to  this  highly 
interesting  specimen  is  that  the  whole  of  the  morbid  growth  is 
contained  within  the  vascular  system.  This  relation  is  obvious 
with  respect  to  the  greater  part  of  the  tumour,  and  careful  dis- 
section shows  that  the  large  solid  mass  in  the  neck,  extending 
between  the  muscular  fibres  of  the  upper  third  of  the  left  sterno- 
mastoid  muscle,  is  constituted  by  a  plexus  of  veins  which  are 
enormously  distended  with  similar  new  growth,  and  that  what 
appear  in  the  section  as  "  lobes "  of  the  tumour  are  in  reality 
closely  packed  and  distended  veins ;  the  walls  of  the  vessels  admit 
of  being  defined  in  this  situation,  and  the  "lobes"  of  the  new 
growth  are  traceable  into  many  of  the  veins,  which  spread  out 


316  MO B BID    GROWTHS. 

from  the  plexus,  and  which  are  filled  with  similar  morbid  sub- 
stance. 

The  occurrence  of  intravascular  growths  in  veins,  although  rare, 
is  -well  known.  It  is  not  infrequently  to  be  observed  in  malignant 
disease  of  the  kidney,  when  the  groAvth  may  extend  into  and  dis- 
tend the  renal  vein.  And  there  is  a  specimen  in  the  museum  of 
St.  Thomas's  Hospital  (C.  2184)  of  distension  of  the  cervical  veins 
by  an  infective  tumour,  which  recurred  after  excision  of  the 
scapula. 

In  all  these  cases,  however,  as  well  as  in  that  recorded  by  Sir 
James  Paget  and  that  by  Weber,  which  are  noted  by  Dr.  Griffiths, 
the  growth  has  occurred  by  extension  from  another  seat.  In  the 
present  instance  the  whole  of  the  growth  is  contained  within  vascular 
channels,  and  in  this  regard  is,  so  far  as  we  know,  unique. 

We  need  only  add  to  the  author's  careful  account  of  its 
histology  that  the  tumour  possesses  a  proper  vascular  supply.  It 
is  obvious  that  by  means  of  this  the  nutrition  of  the  growth  has 
remained  unaffected  notwithstanding  that  all  circulation  through 
the  lumen  of  the  containing  vein  has  long  since  ceased.  There  is 
no  such  central  relation  of  the  vessels  in  the  processes  of  the 
growth  as  would  justify  the  tumour  being  classed  as  an  angio- 
sarcoma. 

The  cystic  and  tubular  condition  of  the  growth  within  the  heart 
and  some  of  the  branches  of  the  pulmonary  artery  are  due  to 
colloid  or  mucoid  change  in  its  central  portions.  In  the  walls  of 
such  hollowed  parts  there  occur  areas  of  degeneration,  the  cells  of 
the  growth  being  especially  the  seats  of  the  change ;  these  become 
swollen  and  converted  into  a  homogeneous  refractive  substance 
staining  deeply  with  carmine.  The  formation  of  secondary  cysts  in 
the  wall  of  the  primary  is  explicable  in  the  same  Avay,  by  the 
softening  of  cell-groups  in  the  tumour  substance. 

This  tubular  condition  of  long  portions  of  the  growth  is  so 
curious  as  to  have  suggested  to  us  at  first  that  the  structure 
might  be  a  parasite.  It  is  clear,  however,  that  these  portions  are 
histologically  of  essentially  the  same  nature  as  the  rest. 

That  the  growth  has  originated  from  the  vessel  wall  is  demon- 
strated in  certain  of  the  sections  by  the  fact  that  lines  or  groups  of 
the  cells  are  to  be  seen  in  the  fibrous  tissue  which  forms  the  inner 
parts  of  the  thickened  wall  of  the  vein;  the  growth  nowhere 
extends  through  the  entire  thickness  of  the  latter.     Whether  the 


VILLOUS    SARCOMA    OF    THE    NECK    AND    HEART.  ol7 

tumour  has  originated  in  one  spot  or  in  niany  we  do  not  think  can 
be  determined,  nor  can  its  precise  mode  of  extension. 

In  some  places  the  growth  has  for  long  distances  no  connection 
with  the  vessel  wall ;  in  others  delicate  adhesions  exist,  and  in 
others  again,  as  before  noticed,  the  growth  is  inseparably  incorpo- 
rated with  the  wall  of  the  containing  vein.  It  is  not  improbable 
that  by  means  of  secondary  adhesions  arising  between  the  advancing 
growth  and  the  vessel  wall  the  tumour  may  have  received  an 
accession  in  its  blood  supply. 

The  presence  of  so  conspicuous  a  number  of  "  giant-cells  "  is 
noteworthy.  And  it  may  be  suggested  that  this  is  explicable  here, 
as  in  the  case  of  myeloid  sarcoma  of  bone,  by  the  inherited  poten- 
tialities of  the  parts  from  which  the  tumour  has  grown.  The 
giant-cells  in  the  central  tumours  of  bone  may  be  associated  with 
their  normal  presence  in  the  medulla  from  which  the  tumour 
originates  ;  and  in  a  tumour  arising  purely  in  connection  with 
vessels,  the  existence  of  such  cells  may  be  associated  with  what  is 
known  of  vascular  histogenesis,  in  which  process  multinucleated  or 
vasifactive  cells  play  so  prominent  a  j)art,  and  the  canalisation  of 
the  tumour  possibly  marks  an  alliance  with  what  also  occurs  in 
the  vasifactive  process. 

The  author  states  that  from  the  homogeneous  appearance  of 
certain  parts  of  the  growth  he  was  induced  to  look  for  micro- 
organisms, but  was  unable  to  detect  any.  The  presence  of  giant- 
cells  and  other  characters  of  the  growth  might  suggest  the  same 
inquiry.  But  the  new  growth  has  not  the  characters  of  any  of  the 
ordinary  infective  granulomata,  though  it  may  nevertheless  be 
locally  infective  ;  nor  is  it  impossible  that  it  has  spread,  in  part,  by 
a  process  of  auto-inoculation  similar  to  that  by  which  the  perito- 
neum becomes  infected  in  cases  of  papillif erous  ovarian  cysts  which 
have  ruptured  into  its  cavity. 

R.  W.  Parker. 
Samuel  G-.  Shattock. 
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12.  Ncevoid  growth  removed  from  scrotum.     {Card  specimen.) 
By  E.  Bellamy. 

The  patient  is  a  young  man,  aged  21,  who  had  a  con  geuital  naevus 
of  large  size  in  the  left  side  of  the  scrotum.  He  desired  to 
enter  the  army,  but  it  was  diagnosed  to  be  variocele,  and  he  was 
refused. 

I  made  a  free  incision  through  the  integuments,  reached  the 
vascular  growth,  and  carefully  dissected  it  away  ;  it  had  no  appa- 
rent connection  with  the  cord,  and  almost  "  shelled  "  out.  But 
few  vesicles  required  arrest.  The  specimen  on  section  shows  a 
mixed  fonn  of  angioma,  with  some  fatty  degeneration  between  the 
vascular  masses.     The  patient  made  a  rapid  recovery. 

November  1st,  1887. 


13.  Large  subcutaneous  ncevus  from  the  parotid  region.     (Card 

specimen.) 

By  H.  A.  Lediard,  M.D. 

This  large  naevus  was  removed  from  the  parotid  region  of  a  child 
six  months  old. 

About  a  month  after  birth  a  swelling  was  observed,  which 
gradually  increased,  without  change  in  the  colour  of  the  skin  over 
it,  so  that  the  natui-e  of  the  tumour  was  not  at  first  suspected. 

Examination  subsequently  proved  that  the  growth  was  naevoid, 
but  from  the  lobulation  of  it  it  seemed  probable  that  it  was  a  naevo- 
lipoma,  hence  the  reason  for  excision. 

The  tumour  was  fairly  well  encapsuled,  but  bled  freely  when  this 
covering  was  torn.  Large  vessels  are  seen  to  enter  the  deep 
surface. 

Microscopic  examination  failed  to  show  anything  but  ordinary 
naevoid  tissue. 

Considerable  facial  paralysis  resulted,  but  the  child  made  a  good 
recovery. 
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The  naevus  measured  three  inches  long,  two  inches  broad,  and 
one  inch  thick. 

In  the  '  Transactions,'  vol.  xi,  p.  267,  Gascoyen  records  a  case  of 
naevus  involving  the  parotid  gland  and  causing  death  by  suffoca- 
tion. October  18th,  1887. 

P.S. — Further  examination  showed  that  the  nsevus  had  originated 
n  the  parotid  gland. 


14.  Adenoma  mamma  ;  supervention  of  scirrhus. 
By  J.  Hutchinson,  jun. 

This  case  is  of  interest  as  illustrating  the  fact  that  an  adenoma 
of  the  breast,  after  existing  for  many  years,  may  serve  as  the 
centre  for  a  scirrhous  growth,  and  the  family  history  presents  some 
points  which  seem  worthy  of  record.  The  facts  are  briefly  as 
follows : 

Mrs.  H — ,  aged  54,  came  under  Mr.  Hutchinson's  care  for  a 
tumour  of  the  left  breast  which  had  been  noticed  six  months,  and 
which  was  then  about  three  inches  in  diameter ;  this  was  in  1873. 
Some  doubt  was  felt  as  to  the  diagnosis,  but  looking  at  the  age  of 
the  patient  it  was  thought  best  freely  to  excise  the  tumour.  It 
proved  to  be  an  encapsuled  adenoma,  with  a  few  small  cysts  in  its 
substance.  It  only  remains  to  be  said  that  she  has  coutinued  in 
good  health,  being  last  seen  in  December,  1886,  when  she  was  sixty- 
seven  years  of  age. 

Her  daughter  (the  subject  of  the  growth  under  consideration) 
noticed  from  girlhood  a  small  round  tumour  just  beneath  the 
skin  in  the  left  breast ;  it  was  "  as  big  as  a  cherry  and  did  not 
grow."  When  aged  44,  however,  considerable  growth  occurred 
around  the  tumour,  and  when  she  came  under  the  care  of  Mr. 
Hutchinson,  senior,  there  was  a  hard  mass  adherent  to  the  skin, 
the  scirrhus  having  been  nearly  two  years  in  growing.  The 
affected  part  of  the  breast  was  freely  excised,  but  not  the  whole 
gland,  as  the  rest  was  quite  sound.  The  axillary  glands  were 
affected  with  scirrhus  and  were  removed.  The  patient  remains 
well  at  the  end  of  two  years. 

The  specinieu  exhibited  shows  a  rounded  adenoma  embedded  in 
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scirrhus,  which  extends  into  the  adjacent  breast  for  the  depth  of 
about  an  inch  to  an  inch  and  a  half.  The  convex  surface  of  the 
glandular  tumour  projects  most  markedly  from  the  concave 
section  of  the  scirrhus,  and  at  first  sight  appears  fairly  isolated. 
On  microscopic  examination,  however,  the  cancer  is  seeu  to  have 
invaded  the  adenoma,  which  chiefly  consists  of  fibrous  tissue,  the 
glandular  structure  being  distinct  but  evidently  degenerated. 
The  scirrhus  is  of  the  small-celled  variety,  and  the  groups  of  cells 
in  the  adenoma  are  much  more  scattered  than  in  the  adjoining 
parts.  "Whether  this  implies  that  it  really  commenced  in  the 
tissue  of  the  first  tumour  is  doubtful. 

Sir  James  Paget,  in  his  '  Surgical  Pathology,'  p.  565,  writes,  "  I 
am  not  aware  of  any  facts  which  prove,  what  is  commonly 
believed,  that  adenomata  of  the  breast  may  become  cancerous. 
Such  things  may  happen,  and  on  the  whole  one  might  expect  that 
if  a  woman  have  a  tumour  of  this  kind  in  her  breast,  cancer  would 
be  more  apt  to  affect  it  as  a  morbid  piece  of  gland  than  to  affect 
the  healthy  gland.  But,  I  repeat,  I  know  no  facts  to  support  this, 
and  some  that  I  have  met  with  are  against  it." 

It  is  very  unwise  to  theorise  from  single  cases,  but  the  present 
case  raises  the  suggestion  whether  it  is  not  wisest  to  remove  all 
adenomata  of  the  breast,  and  whether  in  this  particular  case,  if 
the  adenoma  had  been  removed  earlier,  any  scirrhus  would  have 
developed.  The  parallel  between  epitheliomata  developing  around 
an  old  wart  of  the  skin,  and  of  melanosis  originating  from  a  con- 
genital mole,  is  fairly  close  to  the  present  case.  [The  specimen  is 
in  the  E.  C.  S.  Museum.]  November  15th,  1887. 


15.    Villous  carcinoma  of  the  breast. 
By  Bernard  Pitts. 

This  specimen  was  removed  from  an  unmarried  lady,  aged  53. 
She  had  been  conscious  of  a  lump  in  her  breast  for  three 
months  before  she  sought  advice  ;  the  lump  had  increased  from  the 
size  of  a  pea  to  that  of  a  small  walnut  but  had  given  the  patient 
no  inconvenience. 

On   examination  I  found  a  hard  solid  tumour  situated  on  the 
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lower  edge  of  the  right  breast,  not  fixed  at  its  base,  the  skin  uot 
adherent,  nipple  not  retracted,  and  no  glandular  enlargement  in 
the  axilla.  From  the  age  of  the  patient  and  the  general  feel  of  the 
tumour  I  had  no  hesitation  in  advising  its  immediate  removal, 
and  expected  it  would  prove  to  be  of  a  scirrhus  nature. 

The  breast  was  removed  on  December  1st  of  last  year.  The 
wound  healed  by  primary  intention,  and  she  was  only  confined  to 
her  bed  for  a  week. 

Directly  the  tumour  was  cut  into  after  the  operation  it  was 
apparent  that  the  growth  was  of  an  exceptional  character,  and 
clearly  not  scirrhus ;  although  the  edge  suggested  a  carcinoma  yet 
the  central  portion  of  the  growth  became  prominent  on  section,  was 
soft,  and  almost  melanotic  in  appearance,  in  fact  resembled  a 
melanotic  sarcoma. 

The  prepared  specimen  shows  an  oval  tumour,  one  inch  by  three 
quarters,  surrounded  by  an  imperfect  capsule,  which  is  closely 
connected  with  the  breast-structure,  and  the  tumour  is  in  places 
infiltrating  the  gland.     The  dark  staining  is  still  manifest. 

Mr.  Shattock  very  kindly  undertook  the  microscopical  examina- 
tion, and  the  following  is  his  report  : 

"  The  tumour  has  an  imperfect  wall  or  capsule  of  fibrous  tissue, 
from  which  arise  branching  processes  very  thickly  invested  with 
actively  growing  epithelium.  So  thick  is  this  epithelial  investment 
that  in  the  undisturbed  condition  of  parts  the  growth  appears  on 
section  to  be  at  first  as  intimately  continuous  in  structure  as  a 
sarcoma  or  an  ordinary  carcinoma. 

"  In  some  places  the  nuclei  of  the  deepest  epithelium  are  oval  in 
form  and  arranged  vertically  to  the  trabeculse  in  which  they  lie. 
The  cells  are  therefore  of  the  columnar  type,  though  the  outline  of 
the  cell-protoplasm  is  not  visible.  In  the  rest  of  the  epithelium 
the  nuclei  are  spheroidal,  very  closely  set,  and  equidistant. 

"  Some  of  the  trabecular  (the  smaller  of  which  are  of  extremely 
delicate,  and  lax  connective  tissue)  are  abundantly  infiltrated  with 
recent  blood. 

"  The  tumour  must  be  classed  as  a  villous  carcinoma." 

I  can  find  in  the  '  Transactions '  of  the  Society  descriptions  of 
three  tumours  of  the  breast  which  closely  resemble  the  one  I  have 
ventured  to  bring  before  the  Society  this  evening. 

The  first  was  described  by  Mr.  Grodlee  in  1876,  under  the  title  of 
an  "  Anomalous  Form  of  Blood-Cyst."     The  second  by  Mr.  Pollard 
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in  1886,  under  the  heading  of  "  Duct  Papilloma  of  the  Breast ;" 
and  the  third  by  Mr.  Butlin  as  "  A  Recurrent  Melanotic  Sarcoma 
of  the  Breast."  The  specimen  was  referred  to  the  Morbid  Growths 
Committee,  and  they  reported  it  as  a  "  villous  carciuoma." 

On  reading  the  descriptions  of  these  cases  and  comparing  them 
with  the  one  now  under  consideration,  one  is  struck  by  the  many 
points  of  close  resemblance  both  in  the  naked-eye  and  microscopic 
appearances. 

In  all  there  was  a  more  or  less  perfect  capsule,  marked  hemor- 
rhagic effusion,  or  staining  of  the  growth.  In  each  case  there  has 
been  the  same  difficulty  of  obtaining  a  section  owing  to  the  foli- 
aceous  character  of  the  growth  and  its  tendency  to  fall  to  pieces, 
and  the  microscopical  appearances  have  been  very  similar. 

The  clinical  history  of  the  cases  has,  however,  been  peculiar  and 
difficult  to  explain. 

Mr.  Grodlee's  case  was  in  a  woman  aged  67.  The  tumour  was  a 
recurrent  one,  and  a  gland  in  the  axilla  was  infected  with  a  similar 
growth. 

In  Mr.  Butlin' s  case  the  patient  was  a  woman  aged  64,  and  there 
was  a  successive  local  recurrence  of  the  disease  but  without  any 
sign  of  implication  of  the  glands,  and,  as  Mr.  Butlin  stated,  the 
clinical  characters  were  throughout  those  of  a  sarcoma  not  of  a 
carcinoma. 

I  do  not  myself  recollect  any  case  of  carcinoma  of  the  breast 
where  recurrence  took  place  on  several  occasions  without  any 
glandular  or  other  manifestation.  Possibly  the  clinical  history 
of  a  villous  carcinoma  of  the  breast  is  quite  different  from  that  of 
an  ordinary  carcinoma.  I  shall  endeavour  to  watch  the  progress 
of  my  patient  and  report  if  any  local  recurrence  takes  place. 

March  6th,  1888. 


16.  Duct  cancer  of  breast.     (Card  specimen.) 
By  W.  H.  Battle. 

Small  tumour  the  size  of  a  nutmeg  embedded  in  the  substance 
of  the  right  breast   removed   by   amputation   of   the   entire 
breast  on  March  3rd,  1888. 
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The  patient,  a  married  lady  aged  45,  who  had  had  several 
children,  was  under  my  treatment  four  years  previously  for  cyst  of 
thyroid  ;  this  has  refilled.  She  was  stout  and  well-nourished,  has 
suffered  from  gall-stones,  and  the  right  axilla  was  occupied  by  a 
lipoma. 

The  tumour  was  firm  in  consistence,  not  separable  from  the 
breast  substance,  was  situated  to  the  upper  and  outer  side  of  the 
nipple,  painless  and  not  tender.  Skin  not  adherent,  but  apparently 
thinned  over  it  ;  nipple  not  retracted.  Had  been  noticed  for  about 
four  months. 

The  axillary  glands,  which  were  enlarged,  were  removed  at  the 
operation,  and  on  section  presented  well-marked  evidence  of  new 
growth ;  they  were  not  examined  microscopically. 

The  growths  were  examined  by  Mr.  Shattock,  who  has  kindly 
given  me  the  following  report : 

"  Histology.— The  tumour  is  composed  of  branched  inter-commu- 
nicating trabecular  of  connective  tissue  invested  with  epithelium. 
The  epithelium  is  single-layered,  in  some  places  cubical,  in  others 
columnar,  and  it  circumscribes  lamina?  of  about  the  same  breadth 
as  the  trabeculse  themselves.  The  spaces  hold  in  many  parts  a 
faintly  stained  transparent,  structureless,  alveolated  substance,  in 
all  respects  like  that  seen  in  ovarian  adenoma,  and  doubtless  of  the 
same  kind,  viz.  mucus  coagulated  by  the  hardening  fluids.  At  a 
spot  where  the  section  reaches  the  periphery  there  is  displayed  a 
well-marked  capsule  of  dense  connective  tissue,  and  from  this  atone 
part  arises  the  complex  arborescent  system  of  trabecular  which  form 
the  tumour.  The  tumour  would  appear  therefore  to  have  arisen 
by  papillary  outgrowth  from  the  wall  of  a  cyst,  and  is  to  be  classed 
as  a  villous  carcinoma." 

The  naked-eye  appearance  of  a  recent  section  was  more  that  of 
a  vascular  encapsuled  sarcoma,  there  being  none  of  the  appearances 
characteristic  of  scirrhus  tumour  of  the  breast. 

The  wound  healed  at  the  end  of  ten  days,  and  the  patient  left 
London  a  fortnight  after  the  operation.  May  T.5/7j,  1888. 
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17.  Secondary  "  duct-carcinoma  "  of  the  ribs.     ( Card  specimen. ) 

By  Samuel  Gr.  Shattock. 

4  s  the  subject  of  "  duct-carcinoina  "  of  the  breast  is  one  which 
Ix.  needs  further  facts  for  its  complete  elucidation,  the  following 
may  be  worth  recording,  although  it  is  an  old  museum  specimen, 
C  216,  in  St.  Thomas's  Hospital  Museum. 

Portions  of  two  upper  ribs  from  the  left  side,  each  of  which  is 
the  seat  of  a  secondary  new  growth. 

The  larger  tumour  is  6  cm.  in  length,  and  has  formed  appa- 
rently (for  2?art  has  been  cut  away)  a  fusiform  swelling,  projecting 
chiefly  from  the  outer  side  of  the  rib.  This  growth  presents  no  solid 
substance  beyond  the  thin  trabecule  which  circumscribe  a  multitude 
of  cysts,  some  of  them  barely  visible  (where  the  growth  appears 
more  "solid  "),  others  2  cm.  in  diameter. 

In  the  divided  surface  of  the  second  tumour  a  lens  discovers  two 
or  three  branching  trabecular  ramifying  in  a  substance  which  has  a 
minutely  porous  texture,  and  in  which  are  a  few  small,  distinct 
cysts. 

The  bones  were  taken  from  a  woman  aged  60,  whose  left  breast 
had  been  amputated  a  few  weeks  before  her  death  by  Mr.  Joseph 
Henry  Green. 

It  is  recorded  that  the  breast  was  believed  generally  to  be  scir- 
rhous, but  that  some  of  those  who  saw  it  had  doubts  on  the  point. 

Histology.  — The  tumour  is  constructed  of  mutually-adapted 
sinuous  passages,  irregularly  dilated,  sometimes  in  a  degree  to  form 
cysts,  but  so  freely  communicating  that  the  whole  of  the  spaces 
probably  constitute  a  continuous  system.  The  walls  of  the  spaces 
are  of  fibrous  tissue,  and  their  interior  is  lined  with  well-marked 
columnar  epithelium.  Here  and  there  the  relics  of  an  osseous 
trabecula  is  to  be  seen  lying  in  the  cyst  walls. 

The  histology  of  this  specimen  makes  it  evident  that  the  tumour 
of  the  breast  was  of  the  kind  known  as  duct  cancer. 

There  are  facts  establishing  the  local  recurrence  of  villous 
carcinoma  of  the  breast  (as  in  Mr.  Butlin's  case  noticed  in  the 
preceding  volume  of  the  '  Transactions  ')  ;  and  glandular  infection 
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has  been  observed  by  Mr.  Godlee,  the  secondary  growth  being 
cystic  and  lined  with  columnar  epithelium. 

The  present  specimen  shows  that  this  kind  of  tumour  may  infect 
the  bones,  and  that  duct-carcinomas  have  all  the  characters  typical 
of  infective  new  formations. 

The  genesis  of  the  secondary  growths  has  still  to  be  deter- 
mined. The  elements  transported  produce,  probably,  by  multiplica- 
tion, solid  cylinders  of  cells  which  secondarily  acquire  a  lumen,  as 
is  observed  in  the  growth  of  thyroidal  adenoma  and  other  tumours, 
and  as  occurs  in  the  normal  process  of  gland-formation  in  the 
embryo. 

Whether  the  secondaxy  tumours  are  developed  on  the  papillary 
type  is  another  question  requiring  investigation,  though  such  a 
mode  of  formation  is  difficult  to  hold. 

And  in  the  case  of  the  primary  tumour  in  the  breast,  it  is  not 
certain  whether  all  such  arise  by  papillary  formation  within  a  cyst 
—by  procession — or  whether  some  may  not  arise  by  the  opposite 
method  of  recession  from  a  duct  into  the  surrounding  tissues 
(Woodcut  18). 

Woodcut  18. 


Diagrams  showing  tumour  formation  :  (A)  by  papillary  outgrowth  into  a  cyst ; 
(B)  by  recession  into  the  surrounding  tissues,  a  capsule  having  formed  around. 
The  shaded  part  represents  the  cavity,  the  unshaded,  the  solid  portion  of  the 
tumour ;  the  straight  and  curvilinear  lines  represent  ducts. 


This  difficulty  obtains  in  other  cases  also,  and  it  is  chiefly  by  a 
careful  study,  in  advanced  formations,  of  the  periphery  that  a 
conclusion  can  be  formed.     If  there  is  a  distinct  cyst  wall  from 
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which  the  branching  trabecule  arise,  and  especially  if  there  are 
considerable  areas  of  the  inner  sm-face  of  the  cyst  wall  free,  the 
growth  has  arisen  on  the  papillary  type.  The  presence  of  free 
ends  to  the  subdivided  trabecule  is  not  in  itself  enough,  since  the 
same  appearance  is  presented  in  sections  of  tumours  formed  by 
recession.  Should,  however,  a  capsule  form  around  a  tumour 
produced  by  recession,  it  must  become  very  difficult  to  determine 
on  which  type  the  growth  has  proceeded.  The  above  diagrams 
will  help  to  explain  the  question  involved.  May  15th,  1888. 


18.  Case  of  multiple  cancerous  tumours,  many  of  them  cystic,  in 
the  lungs,  brain,  bones,  fyc. ;  the  primary  tumour  probably 
in  the  lung. 

By  Joseph  Coats,  M.D.,  Glasgow. 

[With  Plate  XX.] 

The  following  case  presents  many  features  of  interest,  both  in 
regard  to  its  clinical  and  pathological  aspects.  For  the 
clinical  facts  I  am  indebted  to  Prof.  Gairdner,  under  whose  care 
the  patient  was  in  the  Western  Infirmary,  Glasgow.  It  will  be 
observed  that  during  life  the  symptoms  pointed  almost  alone  to 
the  state  of  the  brain  and  of  the  bones.  After  the  post-mortem  the 
notes  were  carefully  scrutinized,  and  the  nurse  who  had  been  in 
charge  questioned,  but  without  eliciting  any  facts  which  seemed 
to  point  to  lung  symptoms.  This  must  be  regarded  as  very 
remarkable  if  the  view  be  correct  that  the  primary  tumour  was  in 
the  lungs.  The  reasons  in  favour  of  this  view  will  be  given 
further  on. 

I.  Summary  of  Clinical  Facts. 

Peter  H — ,  aged  17,  labourer,  was  admitted  into  the  Western 
Infirmary  (Ward  1)  on  Sejitember  8th,  1887.  The  most  promi- 
nent symptoms  on  admission  were  complete  amaurosis,  with  dilated 
pupils,  with  slight,   almost  questionable,   external  strabismus  of 
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left  eye,  and  a  certain  amount  of  nystagmus,  but  not  any  obvious 
paralysis  of  the  oculo-motor  (third)  nerve  on  either  side.  His 
narrow  forehead,  &c,  tended  to  throw  into  suspicion  the  state  of 
his  intelligence,  but  after  most  careful  observation  it  was  found 
that  the  higher  cerebral  functions  were  in  no  way  interfered  with 
by  the  disease.  The  early  symptoms  four  months  before  admis- 
sion had  been  regarded  as  gastric  ;  vomiting  and  constipation,  with 
pain  in  the  frontal  regions,  being  chiefly  referred  to.  There  was  a 
suspicion,  but  only  a  bare  suspicion,  of  a  blow  on  the  head  having 
had  something  to  do  with  it.  No  syphilis,  and  no  previous  con- 
stitutional disease  of  any  kind,  except  rickets  in  early  childhood, 
could  be  made  out.  There  was  no  fever.  The  respiration  was 
undisturbed.  Pulse  84.  There  was  considerable  weakness  of  the 
lower  limbs,  and  great  emaciation,  but  no  well-defined  paralysis 
(perhaps  relative  paresis  of  left).  The  knee-jerk  was  sluggish  on 
the  left  side,  absent  on  the  right. 

Examination  with  the  ophthalmoscope  a  week  after  admission 
showed  engorgement  of  both  discs,  with  a  considerable  amount  of 
exudation  extending  beyond  the  disc,  through  which  the  vessels 
emerged  at  various  points  at  some  distance  from  the  centre  of  the 
discs.  The  region  of  the  macula  was  covered  with  minute  white 
spots  similar  to  those  seen  in  albuminuric  retinitis. 

For  some  time  after  admission  there  appeared  to  be  some 
improvement  under  the  use  of  iodide  of  potassium,  but  on  the 
whole  it  cannot  be  said  that  any  essential  change  took  place  in  the 
facts  as  above  stated.  Bodily  weakness  and  emaciation  continued 
to  be  marked  features  of  the  disease,  so  much  so  that,  although 
cheerful  and  to  a  certain  extent  active  in  mind,  he  became  entirely 
confined  to  bed.  The  knee-jerk  disappeared  entirely  in  the  lower 
limbs,  but  there  was  still  no  distinctive  paralysis. 

On  October  25th  a  painful  swelling  was  reported  in  the  right 
knee,  and  it  had  apparently  been  very  insidiously  developed,  so  as 
to  suggest  Charcot's  disease.  After  consideration,  however,  this 
diagnosis  was  rejected  on  account  of  the  limitation  to  one  joint 
and  the  very  considerable  suffering.  It  was  carefully  treated,  but 
without  any  appreciable  result,  and  Dr.  Gairdner  began  to  suspect 
malignant  disease  of  the  osseous  system.  At  a  later  period  the 
appearance  of  other  tumours  on  the  bones  gave  additional  force  to 
this  suspicion. 

On  November  27th  an  examination  of  the  eyes  showed  the  optic 
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nerves  pale  and  prominent,  and  the  vessels  small.  Outline  of  discs 
rather  better  defined  than  at  previous  examination,  the  affection 
being  evidently  of  the  nature  of  a  papillitis  with  exudation  rather 
than  simple  engorgement  due  to  pressure. 

On  January  1st  his  temperature  rose  (for  the  first  time)  to 
102'4o,  and  he  complained  of  pain  in  the  head.  His  sleep  was 
disturbed,  and  there  was  an  approximation  to  delirium.  Emacia- 
tion was  progressive.  About  this  time  osseous  swelling  was 
discovered  in  connection  with  the  lumbar  portion  of  the  spine. 
There  was  considerable  diarrhoea.  On  January  2nd  and  3rd  the 
urine  (carefully  examined  throughout)  was  found  to  be  for  the  first 
time  distinctly  albuminous,  and  with  numerous  hyaline  casts  and 
a  few  fatty  ones. 

A  critical  appreciation  of  all  the  facts  was  recorded  with  a  view 
to  clinical  instruction  on  January  5th,  but  it  contains  nothing 
beyond  what  is  mentioned  above.  The  tumours  in  connection 
with  the  lumbar  vertebrae  had  grown  to  a  considerable  size  without 
any  complaint  of  pain.  Further  tumours  were  now  discovered,  (1) 
to  the  right  of  the  spinous  processes  in  the  dorsal  region ;  (2)  on 
the  tenth  left  rib,  outside  the  angle ;  (3)  on  the  fifth  right  rib 
(softer  than  the  others)  ;  (4)  on  the  left  femur ;  (5)  in  the  upper 
part  of  the  right  femur  (exceedingly  hard,  as  also  Nos.  2  and  4). 

On  January  12th  a  convulsion  took  place  (for  the  first  time), 
beginning  in  the  left  hand  and  extending  to  the  left  arm  and  left 
side  of  the  face.  The  convulsion  lasted  twelve  minutes.  Conjugate 
deviation  of  the  eyes  and  of  the  head  to  the  left  side  was  noted. 
There  was  no  cyanosis,  but  complete  unconsciousness.  Four  such 
convulsions  took  place  within  an  hour  and  a  balf,  after  which  the 
patient  remained  unconscious.  Next  day  the  fits  had  not  recurred, 
but  the  patient  was  evidently  dying,  and  he  passed  away  in  a  state 
of  profound  coma. 

II.  Post-mortem  Appearances. 

So  far  as  I  can  judge,  the  primary  tumour  in  this  case  was  in  the 
right  lung,  and  I  shall  therefore  begin  the  description  of  the  case 
with  that  organ. 

The  right  luny  was  found  firmly  adherent.  On  cutting  into  this 
organ  a  large  ragged  cavity  was  discovered  in  the  upper  part  of 
the   lower  lobe.     The   cavity   measured   an   inch   and  a   half   in 
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diameter,  and  in  some  places  its  wall  was  formed  by  a  grey  tnmonr 
tissue  which  extended  into  the  neighbouring  lung  tissue  for  a 
distance  of  about  three  eighths  of  an  inch.  The  cavity  contained 
a  brownish  pus.  The  neighbouring  lung  tissue  was  condensed, 
and  it  presented  numerous  dilated  bronchi  filled  with  pus. 

In  this  lung  there  were,  in  addition,  several  small  secondary 
tumours  of  a  rounded  form,  which  were  present  in  the  condensed 
area  as  well  as  in  other  parts  of  the  lung.  At  the  apex  of  this 
lung  there  was  an  old  pigmented  cicatrix  with  some  pultaceous 
matter. 

The  left  lung  contained  a  single  rounded  tumour  about  an  inch 
and  a  half  in  diameter,  and  of  a  mottled  grey  colour. 

At  the  root  of  the  lungs  the  bronchial  glands  were  impacted  into 
a  somewhat  solid  tumour  which  was  adherent  to  the  bifurcation  of 
the  trachea  and  produced  a  bulging  into  both  bronchi.  At  two 
places  in  the  wall  of  the  right  bronchus  there  was  a  white  area 
visible  internally,  as  if  the  tumour  had  grown  from  the  glands 
through  the  bronchial  wall. 

The  bones  presented  numerous  secondary  tumours ;  several  of 
these  were  in  the  ribs.  On  the  right  side  the  fifth  rib  presented  an 
elongated  soft  swelling,  just  outside  the  junction  of  the  osseous  and 
cartilaginous  portions.  There  were  similar  swellings  on  the  fifth, 
sixth,  and  tenth  ribs  on  the  left  side,  all  of  them  in  the  axillary  line. 
These  tumours  evidently  replaced  the  osseous  tissue  to  a  large 
extent  with  soft  tumour  tissue.  The  right  femur  had  bulky 
tumours  in  the  cancellated  tissue  at  both  extremities,  and  there 
were  fractures  of  the  bone  in  both  of  these  situations.  A  section 
through  these  shows  that  the  lower  end  is  distended  by  a  bulky 
tumour  which  for  the  most  part  replaces  the  cancellated  tissue. 
The  bone  is  fractured  three  and  a  half  inches  above  the  condyles. 
The  upper  end  is  also  occupied  by  tumour,  to  the  extent  of  about 
four  inches  of  the  shaft,  and  there  is  a  fracture  just  beneath  the 
great  trochanter.  The  left  femur  has  also  a  tumour  about  the 
junction  of  its  lower  and  middle  thirds,  which  forms  a  bulging 
inwards  about  two  and  a  quarter  inches  in  long  diameter. 

The  vertebra?  showed  tumours  projecting  usually  from  their  lateral 
aspects.  The  sixth  and  seventh  dorsal  vertebrae  presented  rounded 
swellings  on  their  right  lateral  aspects  which  involved  the  heads  of 
the  ribs,  perhaps  more  than  the  bodies  of  the  vertebra.  There  was 
also  a  tumour  on  the  right  side  of  the  first  lumbar  vertebra,  and 
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the  body  of  the  fourth  lumbar  vertebra  was  almost  entirely  occupied 
by  a  tumour  which  projected  on  either  side  and  in  front.  The 
wing  of  the  left  ilium  was  occupied  by  a  tumour  bulged  inwards, 
close  to  the  crest,  and  involving  about  half  of  the  wiug.  There  was 
a  smaller  tumour  immediately  beneath  the  anterior  superior  spine 
of  this  bone. 

The  brain. — This  organ  contained  at  least  twenty-two  separate 
tumours,  mostly  cystic,  and  distributed  in  almost  every  region.  In 
removing  this  organ  it  was  found  that  one  of  the  tumours  com- 
municated with  the  surface,  and  had  formed  a  slight  adhesion  to 
the  dura  mater,  so  that  it  was  torn  during  removal.  Some 
gelatinous  fluid  escaped.  The  following  description  of  the  various 
tumours  was  obtained  by  hardening  the  brain,  and  dividing  it 
horizontally  at  four  different  levels.  Doubtless  some  smaller 
cysts  escaped  notice.  The  tumour  already  mentioned  as  having 
been  torn  into  is  the  only  one  having  any  approach  to  solid 
tissue.  Its  tissue  is  very  soft,  and  contains  many  developing 
cysts.  The  others  were  pure  cysts  containing  for  the  most  part  a 
brown  glairy  fluid,  and  lined  by  a  delicate  membrane,  which  under 
the  microscope  was  seen  to  consist  of  a  layer  of  large  flat  cells. 

Bight  hemisphere. —  (1)  A  large  cyst  of  a  rounded  or  slightly 
quadrilateral  shape,  and  about  one  and  half  inches  in  diameter, 
lying  with  its  summit  close  to  the  surface  near  the  vertex 
of  the  hemisphere,  where  it  undermines  the  upper  part  of  the 
ascending  parietal  convolution.  The  floor  of  the  cyst  is  about  the 
level  of  the  lateral  ventricle,  but  it  lies  outside  the  latter.  Its 
depth  from  above  downwards  is  about  one  inch.  Its  internal 
border  is  about  half  an  inch  from  the  longitudinal  fissure  and  its 
external  border  about  one  eighth  of  an  inch  from  the  lateral  aspect 
of  the  hemisphere.  (2)  Immediately  behind  this  there  is  a  small 
cyst  lying  about  an  inch  from  the  longitudinal  fissure.  It  is  some- 
what elongated,  ascending  alongside  the  upper  border  of  the  large 
cyst.  (3)  A  cyst,  half  an  inch  in  diameter,  lying  in  front  of 
No.  1,  with  a  space  of  five  eighths  of  an  inch  between  their 
proximate  borders.  (4)  The  tumour  already  referred  to  as  having 
been  torn.  It  is  an  irregular  semisolid  structure  situated  in  the 
occipital  lobe.  It  has  the  appearance  of  continuing  backwards  the 
lateral  venti'icle,  but  on  careful  examination  it  is  seen  that  a  thin 
lamella  of  brain  tissue  always  separates  the  tumour  from  the 
ventricle.     The  tumour  is  elongated  and  has  a  diameter  from  before 
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backwards  of  two  inches.  It  comes  close  up  to  the  internal  border 
of  the  hemisphere,  and  approaches  to  the  external  border  as  near  as 
a  quarter  of  an  inch  in  some  places.  (5)  In  the  parietal  lobe  near 
the  external  surface  and  at  the  level  of  the  lateral  ventricle  a 
small  cyst.  (6)  In  the  frontal  lobe  in  contact  with  the  median 
surface  of  the  hemisphere,  and  about  half  an  inch  from  the 
anterior  extremity,  a  small  cyst  three  eighths  of  an  inch  diameter. 
(7)  About  the  same  level  as  the  last,  but  in  contact  with  the 
external  surface  of  the  hemisphere,  a  very  small  cyst,  half  the 
diameter  of  the  last  mentioned.  (8)  In  the  frontal  lobe,  at  its 
extreme  anterior  extremity,  almost  in  contact  with  the  surface,  and 
just  beneath  the  level  of  the  last  two,  a  larger  cyst  about  five  eighths 
of  an  inch  in  diameter.  This  contains  a  brown  coaguluni,  which 
under  the  microscope  only  shows  debris.  (9)  Among  the  super- 
ficial convolutions  just  outside  the  island  of  Reil  a  cyst  about  a 
quarter  of  an  inch  in  diameter.  It  is  immediately  in  contact  with  the 
fissure  of  Sylvius.  (10)  and  (11)  Two  small  cysts  can  be  felt  in 
the  temporal  lobe,  near  the  anterior  extremity  and  just  beneath 
the  inferior  surface. 

Left  hemisphere. — (1)  A  large  cyst  occupying  much  the  same  posi- 
tion as  No.  1  in  the  right  hemisphere,  but  rather  larger.  It  has  a 
diameter  from  before  backwards  of  two  and  one  eighth  inches.  Its 
internal  border  is  only  a  quarter  of  an  inch  from  the  median  surface, 
and  the  external  border  trends  leather  outwards  towards  its  middle, 
giving  a  transverse  diameter  at  its  widest  part  of  one  and  five  eighths 
of  an  inch.  (2)  Immediately  in  front  of  the  preceding  a  small  cyst 
which  lies  close  to  the  internal  border  of  the  hemisphere.  (3)  In 
the  frontal  lobe  and  slightly  below  the  level  of  No.  1,  a  cyst  about 
half  an  inch  in  diameter  and  of  an  irregularly  triangular  shape.  It 
is  close  to  the  anterior  border  of  the  hemisphere,  separated  only  by 
the  thickness  of  the  grey  matter  of  a  convolution,  and  it  is  also 
close  to  the  median  surface.  In  its  lower  part  the  cyst  passes  rather 
backwai'd  and  outward  and  is  closely  connected  with  the  next. 
(4)  In  the  frontal  lobe,  close  to  the  anterior  border  of  the  hemi- 
sphere, and  touching  the  median  surface,  a  cyst  about  half  an  inch 
in  diameter,  which  just  faces  No.  6  of  the  right  hemisphere.  (5) 
A  cyst  half  an  inch  in  diameter  just  outside  the  floor  of  No.  1.  It 
coi'responds  in  level  with  the  posterior  part  of  the  thalamus  opticus. 
(6)  In  the  occipital  lobe  a  larger  cyst  somewhat  corresponding  with 
No.  4,  in  the  right  hemisphere,  about  three  quarters  of  an  inch  in 
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diameter,  immediately  behind  the  preceding  cyst,  and  just  outside 
the  posterior  coruu  of  the  lateral  ventricle.  (7)  and  (8)  Two 
small  cysts  in  the  occipital  lobe  superficial  to  the  preceding  one 
and  close  to  the  superior  surface  of  the  brain.  (9)  A  small  cyst  in 
the  middle  of  the  island  of  Reil  and  in  contact  with  the  surface. 
(10)  In  the  convolution  over  the  island  of  Reil  an  oval  cyst  half  an 
inch  in  diameter  and  in  contact  with  the  external  surface  of  the 
hemisphere. 

Cerebellum. — A  cyst  of  considerable  size  in  the  extreme  posterior 
part  of  the  left  lobe,  causing  a  considerable  bulging  backwards. 

The  pancreas  showed  at  its  extreme  termination  a  small  cyst 
containing  yellow  material,  which  appeared  to  infiltrate  the  neigh- 
bouring portion  of  the  capsule  of  the  left  kidney.  The  kidneys  were 
otherwise  normal. 

The  liver  contained  a  few  white  tumours  of  small  size,  none  of 
them  more  than  one  eighth  of  an  inch  in  diameter.  The  mesentery 
and  small  intestine  presented  on  their  parietal  surface  numerous 
small  white  nodules,  and  there  were  also  some  larger  tumours  which 
may  be  enlarged  lymphatic  glands.  In  the  lower  part  of  the  small 
intestine  the  mucous  membrane  was  thickened  and  of  a  grey 
colour.     The  large  intestine  was  contracted  and  in  parts  pigmented. 

III.  Microscopic  Characters. 

In  all  the  situations  where  solid  tissue  existed  the  tumour  showed 
what  may  be  described  as  a  typically  cancerous  structure  but  with 
a  remarkable  tendency  to  the  formation  of  cysts,  apparently  by 
metamorphosis  of  the  cancerous  tissue. 

The  lungs  presented  probably  least  of  the  cystic  tendency.  In  a 
section  of  the  advancing  edge  of  tumour  tissue  in  the  wall  of  the 
large  cavity  in  the  right  lung,  the  tissue,  as  shown  in  Plate  XX,  fig.  1, 
was  very  regular  in  structure.  There  are  spaces  resembling  in  size 
the  lung  alveoli,  and  with  delicate  walls  like  those  of  the  alveoli. 
The  spaces  are  filled  with  epithelial  cells.  The  peripheral  cells  are 
usually  cylindrical,  and  there  is  frequently  a  regular  layer  of 
cylindrical  cells  lining  the  spaces.  The  remaining  cells  are  some- 
what irregular  in  shape.  In  this  situation  there  is  very  little  of 
the  cystic  character.  Around  this  advancing  edge  of  the  tumour 
the  lung  tissue  is  the  seat  of  considerable  haemorrhage.  The  lung 
alveoli  are  full  of  blood,  and  there  are  other  signs  of  irritation  in 


DESCRIPTION  OF  PLATE  XX. 

In  illustration  of  Dr.  Joseph  Coats'  paper  on  Multiple  Cancer  of 
Lungs,  Bones,  Brain,  &c.     (Page  326.) 

Fig.  1. — From  supposed  primary  tumour  in  right  lung.  Alveoli  about  the 
size  of  normal  lung  alveoli,  filled  with  epithelium,  which  is  columnar  at  the 
peripheral  parts,      x  70. 

Fig.  2. — Advance  of  cancer  in  perivascular  lymphatics;  a,  a  branch  of  pulmo- 
nary artery,  b  b,  cancerous  formations  occupying  the  lymphatics  in  the  sheath  of 
the  vessel.     From  supposed  primary  tumour,      x  70. 

Fig.  3. — From  secondary  tumour  in  lung,  the  epithelial  masses  irregular  in 
form,  but  lined  with  columnar  epithelium,     a  a.  Partial  cystic  formation.      x  70. 

Fig.  4. — From  tumour  in  brain.  a  a.  Small  developing  cysts  lined  with 
cylindrical  epithelium.  b  b.  Larger  cysts  with  swollen  irregular  epithelium, 
x  70. 

Fig.  5. — From  tumour  in  femur,  cysts  encroaching  on  bone,  a  a.  Spiculum 
of  bone.  bbb.  Portions  of  three  cysts  lined  with  cylindrical  epithelium  (goblet- 
cells)  and  impinging  on  the  bone,      x  70. 
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the  presence  of  epithelial  cells,  irregular  in  arrangement,  in  the 
midst  of  the  blood. 

It  cannot  be  said  that  the  tumour  is  advancing  to  any  consider- 
able extent  by  the  penetration  of  the  growing  epithelium  into  the 
lung  alveoli  and  using  the  walls  as  a  stroma,  although  the  size  of 
the  spaces  in  the  cancerous  structure  suggests  this.  There  are 
indeed  places  where  the  cancerous  epithelium,  distinguished  by  its 
tendency  to  the  cylindrical  form,  appears  to  be  growing  in  alveoli, 
but  this  is  nowhere  unequivocal,  and,  for  the  most  part,  the  alveoli, 
with  the  blood  and  catarrhal  cells  in  them,  are  being  pushed  aside. 

There  can  be  no  doubt,  on  the  other  hand,  that  the  tumour  is 
advancing  by  the  lymphatics.  It  is  not  uncommon  to  meet  with 
appearances,  such  as  those  represented  in  fig.  2,  in  which  the 
lymphatics  around  a  branch  of  the  pulmonary  artery  are  filled  with 
epithelium  having  the  characters  of  that  of  the  tumour  proper. 

In  the  case  of  the  more  distinctly  secondary  tumours  in  the  lung 
the  structure  is  somewhat  similar  to  that  just  described.  The 
alveoli  are  much  less  regular,  however,  and  they  seem  to  run  into 
one  another  more.  There  are  still  the  cylindrical  cells  lining  the 
spaces,  but  the  appearances  are  those  of  a  more  vigorous  growth 
than  in  the  other.  There  is  here  also  more  distinct  evidence 
of  cystic  formation  (see  fig.  3).  The  central  parts  of  the  alveoli 
are  occasionally  occupied  by  a  clear  colloid  material,  in  which 
there  are  sometimes  large  swollen  cells.  This  condition,  however, 
is  very  inconsiderable  compared  with  what  exists  in  the  bones  and 
brain. 

Sections  of  the  bronchial  glands  showed  an  appearance  not  unlike 
that  of  scirrhous  cancer.  The  glands  are  obviously  indurated  and 
largely  replaced  by  dense  connective  tissue.  In  the  midst  of  this 
there  are  collections  of  cells,  which  are  frequently  in  the  form  of 
elongated  processes,  such  as  we  see  so  frequently  in  scirrhus.  I 
suspect  that  this  modification  of  structure  is  due  to  the  fact  that 
the  glands  were  indurated  before  the  occurrence  of  the  cancer. 
There  were  evidences  of  an  old  tuberculosis  at  the  apex  of  the  right 
lung,  which  may  account  for  the  induration. 

The  condition  of  the  bones  was  examined  by  decalcifying  a  portion 
of  the  expanded  lower  end  of  the  femur  and  making  sections  after 
embedding  in  celloidin.  The  structure  here  is  very  largely  cystic. 
There  are  wide  spaces  filled  with  colloid  material,  in  which  a  few 
irregular  cells  are  present.     These  spaces  sometimes  show  a  regular 
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lining  of  cylindrical  cells  (see  fig.  5),  but  not  infrequently  this  is 
interrupted  at  intervals  or  absent.  There  are  places  where  the 
spaces  are  small,  and  where  there  is  a  regular  layer  of  cylindrical 
cells  with  a  calibre  containing  colloid  matter.  There  are  even 
parts,  especially  near  the  surface,  where  the  collections  of  cells  are 
elongated  and  almost  devoid  of  any  cystic  tendency.  Some  spiculse 
of  bone  remain,  but  they  are  evidently  undergoing  atrophy  before 
the  advancing  tumour  tissue  (see  fig.  5). 

The  tumour  in  the  brain,  already  described  as  the  only  one 
which  presented  any  solid  tissue,  was  very  soft  and  consisted  of 
little  more  than  a  congeries  of  cysts.  Sections  of  it  were  made 
after  embedding  in  celloidin.  The  structure  is  like  that  in  the 
bones,  namely,  irregular  spaces  with  colloid  contents,  occasionally 
with  a  layer  of  cylindrical  cells  lining  them  (see  fig.  4).  These 
cells  are  very  often  swollen  up,  presenting  the  characters  of  goblet- 
cells  and  reminding  one  of  the  appearances  often  seen  in  colloid 
cystoma  of  the  ovary.  They  sometimes  formed  a  single  layer 
lining  a  small  cavity  (as  at  a  in  fig.  4),  while  in  other  places  (as 
at  b)  they  were  more  irregular. 

IV.  Remarks. 

We  have  here  a  case  in  which,  with  a  large  ulcerating  tumour  in 
the  right  lung,  there  were  numerous  secondary  tumours  in  lungs, 
bones,  and  brain,  and  a  few  tumours  also  in  the  liver,  pancreas,  and 
peritoneum.  In  the  bones  and  brain  the  tumours  showed  a  remark- 
ably cystic  character,  while  this  was  only  slightly  developed  in  the 
tumours  in  the  lung.  The  tumours,  wherever  they  show  sufficient 
solid  tissue,  have  the  characters  of  cylinder-celled  epithelioma, 
and  in  some  places  the  cancerous  structure  is  typical. 

Without  presuming  to  any  dogmatic  statement,  I  may  express 
my  belief  that  the  tumour  in  the  right  lung  is  the  primary  one. 
This  tumour  was  obviously  old,  as  it  was  in  the  form  of  a  large 
ulcerated  cavity  with  cancerous  walls.  Besides,  it  is  the  only 
tumour,  so  far  as  observed,  which  had  led  to  cancerous  infection  of 
the  lymphatic  glands.  The  bronchial  glands  were  impacted  and 
were  the  seat  of  cancerous  growth.  I  believe  this  affection  of  the 
glands  to  have  been  comparatively  old,  especially  as  the  disease 
had  advanced  to  the  wall  of  the  contiguous  bronchial  tube.  Tumour 
tissue  had  begun  to  show  itself  inside  the  bronchus  in  the  form  of 
two  white  nodules. 
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So  far  as  this  tumour  is  concerned  it  conforms  to  the  description 
of  recorded  cases  of  primary  cancer  of  the  lung.  E berth1  describes 
a  case  in  which  the  lower  lobe  of  the  lung  was  occupied  by  a  large 
medullary  mass.  The  marginal  parts  of  the  tumour  showed  what 
appeared  to  be  lung  alveoli  occupied  by  cylindrical  epithelium. 
The  structure  of  the  tumour  is  compared  with  that  of  malignant 
adenoma  of  the  stomach  or  intestine,  the  fonn  of  tumour  usually 
designated  cylinder-celled  epithelioma. 

Langhans2  goes  fully  into  the  development  of  primary  cancer  of 
the  lung.  He  derives  it  from  the  mucous  glands,  and  in  accordance 
with  that  the  epithelium  is  cylindrical. 

Perhaps  the  most  completely  recorded  case  of  primary  cancer 
of  the  lung  is  that  of  Finlay  and  Parker.3  In  this  case  there  was 
a  large  soft  mass  in  the  upper  part  of  the  lower  lobe  of  the  left 
lung.  Besides  this  primary  tumour  there  were  a  number  of 
secondary  ones  in  both  lungs  and  a  few  in  the  liver.  The  bronchial 
glands  were  enlarged  and  cancerous.  In  structure  this  tumour 
was  a  typical  cylinder-celled  epithelioma.  The  authors  describe 
the  growing  epithelium  as  to  some  extent  inside  the  lung  alveoli. 

In  Finlay  and  Parker's  paper  there  is  reference  to  several  other 
recorded  cases  of  primary  cylinder-celled  epithelioma  of  the  lung. 
One  of  these,  namely,  that  of  Machiafava,4  has  some  analogies  with 
the  case  here  recorded.  Besides  the  primary  tumour  in  the  lung 
there  were  numerous  nodules  in  the  brain,  varying  in  size  from 
a  millet-seed  to  a  nut.  There  were  also  secondary  tumours  in  the 
lungs,  and  there  were  tumours  in  the  frontal  bone,  which  are  said 
to  have  sprung  from  the  periosteum.  All  the  tumours  had 
cylindrical  epithelium. 

I  have  myself  recently  encountered  a  case  of  primary  cancer  of 
the  lung  in  which  the  structure  was  that  of  the  cylinder-celled 
epithelioma.  In  it  I  was  able  to  observe  not  only  the  mode 
of  advance  by  the  lymphatics,  similar  to  that  shown  in  fig.  2, 
but  also  an  extension  into  the  luug  alveoli.  The  tumour,  which 
was  a  bulky  soft  mass,  had  caused  irritation  in  its  neighbourhood, 
the  result  being  that  the  lung  alveoli  contained  numerous  large 
catarrhal  cells.     In  many  places  it  could  be  seen  that  the  cancerous 

1  '  Virchow's  Archiv,'  vol.  xlix. 

2  Langhans,  *  Virchow's  Archiv,'  vol.  liii,  p.  470. 

3  Finlay  and  Parker,  '  Med.-Chir.  Trans.,'  vol.  lx,  p.  313. 

4  Machiafava,  '  Rivista  clinica  di  Bologna,'  May,  1874. 
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epithelium  was  present  in  the  alveoli  along  with  the  catarrhal  cells. 
This  was  the  more  readily  detected  as  the  catarrhal  cells  were 
very  slightly  stained  with  alum-carmine,  while  the  cancerous  cells 
were  deeply  stained. 

So  far  as  I  can  find  there  is  no  case  on  record  in  which  such  an 
extension  to  the  brain  and  bones  has  occurred  as  that  observed  in 
the  case  which  is  the  subject  of  this  paper.  It  might  possibly  be 
suggested  that  these  numerous  cysts  in  the  brain  had  some  other 
origin  to  that  assumed  here,  that  they  might,  for  instance,  have 
been  of  congenital  origin  or  otherwise.  The  existence  of  cystic 
tumours  in  the  bones,  however,  entirely  disposes  of  this  objection 
as  these  were  developed  under  observation  and  were  obviously 
secondary  new  formations. 

The  process  of  formation  of  the  cysts  was  apparently  by  a  kind 
of  mucous  or  colloid  secretion  of  the  epithelium  very  similar  to  that 
which  one  sees  in  ovarian  cysts.  It  is  very  unusual  to  have  such  a 
transformation  in  cancerous  tumours,  and  it  is  perhaps  all  the 
more  remarkable  from  the  fact  that  there  was  very  little  or  none 
of  it  in  the  primary  tumour.  It  is  difficult  to  understand  how  a 
tendency  such  as  this  should  have  manifested  itself  to  such  an 
extraordinary  extent  in  the  bones  and  brain,  while  even  in  the 
secondary  tumours  in  the  lungs  it  was  very  suboixlinate,  although 
present  to  a  slight  extent  as  shown  in  fig.  3. 

The  mere  existence  of  this  tendency  we  may,  perhaps,  trace  to 
the  seat  of  origin  of  the  cancer.  According  to  Langhans — and  most 
authors  seem  to  agree  with  him — the  tumour  takes  origin  in  the 
mucous  glands  of  the  bronchi.  If  this  be  so  then  we  should  be 
prepared  for  a  certain  amount  of  mucous  or  colloid  secretion,  such 
as  we  often  find  in  the  similar  tumour  in  the  intestine.  It  seems 
as  if  the  bones  and  the  brain  were  specially  favorable  seats  for 
the  exaggerated  development  of  this  tendency. 

May  1st,  1888. 
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19.   Cystic  carcinoma  of  neck  ;  removal ;  recurrence. 
By  Charters  J.  Symonds. 

Alfred  T — ,  aged  56,  admitted  into  Guy's  Hospital,  August  29th, 
1883.  Eight  weeks  ago  noticed  a  hard  lump  under  right 
ramus  of  his  jaw.  There  was  a  tumour  on  right  side  extending 
from  the  angle  of  the  jaw  to  a  little  below  upper  border  of  thyroid 
and  from  sterno-mastoid  to  half  an  inch  across  the  left  of  middle 
hue.  The  skin  was  somewhat  movable  over  it  and  the  tumour  was 
partly  movable  over  the  deeper  structures.  The  outline  was  well 
defined.  The  skin  was  adherent  over  the  lower  part,  and  the  growth 
was  closely  connected  with  the  thyroid  cartilage.  The  tongue  can 
be  protruded  to  the  full  extent,  and  no  ulcer  could  be  discovei'ed 
within  the  mouth  nor  by  laryngoscopic  examination  in  the  pharynx 
or  larynx.  None  of  the  nerves  were  compi'essed.  The  tumour  was 
taken  to  be  a  sarcoma  growing  from  the  deep  fascia  of  the  neck. 
The  man  suffered  a  good  deal  of  pain. 

On  September  7th  the  growth  was  removed.  Two  incisions  were 
made  from  the  angle  of  the  jaw  to  near  the  tip  of  the  sternum,  the 
included  piece  of  skin  removed  with  the  growth.  The  enucleation 
was  commenced  from  below,  and  everywhere  the  growth  was  found 
closely  adherent.  It  proved  to  be  a  large  cyst  with  thick  white 
walls.  The  finger  was  introduced,  and  using  this  as  a  guide  the 
tumour  was  extirpated  in  doing  which  parts  of  the  anterior  bellies  of 
both  digastrics,  the  posterior  of  the  right,  the  stylo-hyoid,  part  of 
omo-hyoid,  and  the  thyro-hyoid  and  sterno-hyoid  muscles  were 
removed.  The  submaxillary  gland  was  in  part  removed.  About 
one  inch  of  the  internal  jugular  vein  was  resected,  being  infiltrated 
with  growth,  but  the  carotid  with  the  nerves  was  free.  Several 
arteries,  including  the  lingual,  ascending  pharyngeal  and  facial 
were  torsed.  The  thyro-hyoid  and  crico-thyi-oid  membranes  were 
exposed,  there  being  much  risk  of  penetrating  the  structure.  One 
gland  was  also  removed,  being  infiltrated.  The  pharynx  was 
exposed,  and  could  be  seen  to  move  in  and  out  in  respiration.  The 
hypoglossal  and  descendens  noni  with  the  sympathetic  were  exposed 
but  left  uninjured. 

The  wall  of  the  cyst  was  five  eighths  of  an  inch  thick.     The 
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wound  was  closed  by  wire,  a  large  drainage-tube  introduced.  The 
whole  operation  lasted  two  hours.  Five  hours  later  his  pulse  was 
100,  and  his  temperature  98-2°.     The  spray  was  used  throughout. 

On  the  sixth  day  the  sutures  and  tube  were  removed. 

On  the  eleventh  day  he  was  allowed  to  get  up,  and  on  the  twenty  - 
first  was  discharged. 

On  the  sixth  day  it  was  noticed  that  he  did  not  protrude  the 
tongue  freely,  that  it  pointed  to  the  right  side,  and  that  this  half 
was  also  a  little  wrinkled  and  flabby.  This  condition  remained  on 
his  discharge  and  evidently  indicated  that  the  hypoglossal  had 
been  injured.  This  was  probably  done  when  the  hyoglossus  was 
divided.  Rapid  recurrence  took  place,  and  on  November  10th 
(four  and  a  half  weeks  from  the  time  of  operation)  he  was  re- 
admitted. There  was  then  a  large  mass  beneath  the  chin  infiltra- 
ting the  floor  of  the  mouth,  and  the  cicatrix  was  closely  adherent 
to  the  larynx.  There  were  two  fungating  buttons  in  the  line  of 
old  incision.  A  mass  also  extended  downwa.rds  under  sterno- 
mastoid,  and  the  tongue  was  partly  fixed.  It  was  evidently  hopeless 
to  attempt  removal.  The  tongue  was  still  wrinkled  and  softer  on 
the  right  side,  and  protruded  to  the  right. 

The  wall  of  the  cyst  showed  all  the  characters  of  squamous  epi- 
thelioma, and  resembled  in  structure  exactly  the  case  recorded  by 
Mr.  Treves  in  the  last  volume  of  the  '  Transactions.' 

In  that  paper  will  be  found  a  discussion  of  the  probable  origin  of 
these  tumours.  January  17th,  1888. 


VIII.    DISEASES,   ETC,  OF  THE   DUCTLESS   GLANDS. 

1.  Hypertrophy  of  an  accessory  thyroid  in  a  case  of  spindle- 
celled  sarcoma  of  the  thyroid.     {Card  specimen.) 

By  Samuel  G.  Shattock. 

Henry  S — ,  aged  42,  coachnian,  admitted  into  St.  Thomas's 
Hospital  under  Mr.  Sydney  Jones,  June  30th,  1887.  There 
was  a  large  tumour  on  the  right  side  of  the  neck,  extending  from 
the  lobule  of  the  ear  to  the  clavicle,  anteriorly  almost  to  the  middle 
line,  posteriorly  rather  beyond  a  line  drawn  vertically  downwards 
from  the  mastoid  process.  The  tuniour  rises  and  falls  during 
deglutition  and  was  first  noticed  about  five  years  ago.  On  the 
left  side  of  the  neck  is  a  soft  diffuse  swelling,  over  which  the 
superficial  veins  are  dilated ;  this  is  separated  from  the  tumour  first 
referred  to  by  a  distinct  sulcus.  Thebronchocele  is  soft  and  about 
the  size  of  half  an  orange. 

July  7th. — Mr.  Jones  removed  the  tumour  of  the  right  side,  a 
ligature  being  passed  around  the  connection  between  the  tumour 
and  the  other  half  of  the  thyroid.  The  patient  was  discharged 
with  the  wound  not  quite  healed  August  6th,  1887. 

On  October  22nd,  1887,  he  was  readmitted.  The  wound  had  never 
quite  healed,  and  there  was  a  tuniour  the  size  of  an  orange  over  the 
right  side  of  the  larynx. 

November  2nd. — Mr.  Battle  removed  the  growth,  which  was 
foiTnd  to  invade  the  sheath  of  the  carotid  and  the  oesophagus. 

15th. — Wound  nearly  healed  and  patient  comparatively  well. 
Dr.  Semon  found,  on  laryngoscopic  examination,  that  there  was 
a  distinct  inroad  of  new  growth  into  the  right  side  of  the  pharynx 
reaching  up  to  and  including  the  right  aryepiglottic  fold. 

Recurrence  was  observed  in  December,  and  on  the  30th  trache- 
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otoiny  was  performed  under  chloroform,  a  large  mass  of  the  tumour 
being  removed  together  with  what  was  supposed  to  be  a  diseased 
lymphatic  gland. 

On  February  22nd  the  greater  part  of  the  tumour  (which  had 
again  recurred)  was  enucleated.  A  similar  operation  was  performed 
on  March  28th.  The  common  carotid  was  tied  by  Mr.  Battle  on 
April  5th,  1888,  to  stop  secondary  haemorrhage. 

Death  occurred  on  April  7th. 

Examination  of  the  parts  shows  a  large  mass  of  sloughing 
tumour-substance  occupying  the  right  side  of  the  neck. 

The  new  growth  passes  posteriorly  beyond  the  middle  line  and 
meets  the  left  lobe  of  the  thyroid,  which  is,  however,  easily  sepa- 
rable from  it  by  dissection.  The  pharynx  and  oesophagus  are 
displaced  towards  the  left  and  partly  filled,  partly  compressed,  by 
the  tumour ;  the  common  carotid  passes  into  its  substance.  Ante- 
riorly the  growth  crosses  the  mid-line  and  invades  the  adjoining 
part  of  the  left  lobe  of  the  thyroid. 

In  regard  to  the  left  lobe  itself  the  upper,  lower,  outer,  and 
posterior  limits  are  readily  defined  by  dissection  ;  the  lobe  measures 
two  and  a  half  inches  in  length,  is  lobulated  externally,  and  its 
section  presents,  to  the  naked  eye,  the  normal  structure.  Its 
summit  is  constituted  by  an  isolable  mass  of  thyroid  tissue,  23 
by  1*2  cm.,  which  admits  of  being  clearly  enucleated  from 
beneath  the  capsule  of  the  gland.  Posteriorly  there  is  a  second 
isolable,  somewhat  smaller  lobule,  situated  also  beneath  the  genei-al 
capsule.  There  were  no  secondary  growths  in  any  of  the  internal 
organs. 

The  tumour  retained  throughout  its  course  the  microscopical 
characters  of  a  typical  spindle-celled  sarcoma,  and  the  only  patho- 
logical fact  worth  recording  in  connection  with  the  case  is,  that  the 
supposed  lymphatic  gland  removed  with  part  of  the  recurrent 
tumour  on  December  30th,  1887,  consists  throughout  of  exquisite 
thyroidal  tissue  ;  it  measures  2  by  1*3  cm.  in  its  chief  diameters,  is 
whollv  isolated  from  the  new  growth,  and  is  obviously  either  an 
accessory  thyroid  in  process  of  hypertrophy  or,  what  is  equally 
interesting,  an  adenomatous  growth  in  connection  with  the  remains 
of  the  gland  similar  to  that  present  in  the  apex  of  the  opposite 
lobe.  There  is  no  reason  for  supposing  such  isolated  masses  of 
thyroid  tissue  to  be  less  functional  when  within  the  gland  capsule 
than  when  in  the  form  of  accessory  portions  beyond  it. 
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Horsley  has  shown  by  direct  experiment  that  if  half  of  the 
thyroid  be  removed  the  rest  of  the  gland  undergoes  proportional 
hypertrophy. 

The  overgrowth  of  an  accessory  thyroid  under  such  circumstances 
as  the  present  is  recognised  as  of  considerable  interest  in  relation 
to  the  absence  of  myxcedema  after  destruction  of  the  main  gland 
by  disease  or  its  removal  by  operation.  And  it  is  worth  careful 
investigation  whether,  in  cases  of  complete  destruction  of  the  renal 
capsules  without  the  signs  of  Addison's  disease,  the  function  of  the 
glands  is  not  in  some  degree  maintained  by  the  hypertrophy  of 
accessory  adrenals.  April  3rd,  1888. 


2.   Cyst -adenoma  of  thyroid.     [Card  specimen.) 
By  J.  H.  Taegett,  M.S.,  for  Dr.  Farrant  Fry  (Swansea). 

History. — Thomas  L — ,  aged  63,  always  enjoyed  good  health. 
Two  months  before  admission  noticed  a  swelling  on  the  right 
side  of  the  neck  which  has  slowly  increased.  Latterly  his  voice 
has  been  thick  and  he  has  lost  flesh.  The  right  half  of  the  thyroid 
is  now  much  enlarged  and  very  hard.  It  was  freely  excised  and 
the  patient  soon  recovered.  The  subsequent  history  shows  that 
the  tumour  recurred  in  siki  within  three  months  of  operation, 
causing  great  interference  with  deglutition  and  rapid  loss  of  flesh. 

Examination  of  tumour. — On  section,  the  tumour  appeared  to 
consist  of  tough  fibrous  tissue  in  which  a  great  number  of  cysts 
were  embedded.  These  were  of  all  sizes  up  to  that  of  a  pea,  and 
were  filled  with  soft  white  material.  In  some  places  this  had  fallen 
out,  leaving  smooth- walled  cavities.  Only  a  portion  of  the  tumour 
was  preserved  but  this  was  not  encapsuled. 

On  microscopic  examination,  many  of  the  cysts  were  found  to 
contain  papillary  ingrowths  covered  with  cylindrical  epithelium, 
and  these  completely  filled  the  cavities.  In  some  spots  they  had 
undergone  colloid  degeneration.  The  basis  of  these  ingrowths 
consisted  of  delicate  connective  tissue  containing  capillary  vessels. 
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The  structure  of  the  tumour  thus  corresponds  with  that  of  cyst- 
adenoma  proliferans  (Wolfler),  which  is  apt  to  recur,  as  in  the 
present  instance.  An  apparently  similar  tumour  is  described  in 
'  Path.  Trans.,'  vol.  xxxvii,  p.  507.  March  20th,  1888. 


3.  Cancer  of  the  thyroid  isthmus.     [Card  specimen.) 
By  E.  G.  Hebb,  M.D. 

Robert  A — ,  aged  41,  was  admitted  to  the  Westminster  Hospital 
under  the  care  of  Dr.  Allchin,  February  21st,  1887,  for  para- 
plegia. There  was  angular  curvature  of  the  spine  in  the  upper 
dorsal  region.  The  onset  of  the  symptoms  was  gradual  and  began 
with  pain  and  weakness  in  the  right  thigh  about  two  years  before 
admission.  During  his  illness  had  emaciated  greatly.  Personal 
and  family  history  immaterial. 

Post-mortem  examination  forty -four  hours  after  death. — Body  much 
emaciated;  several  bedsores.  Cancerous  growth  round  about  and 
involving  the  bodies  of  the  second,  third,  and  fourth  dorsal 
vertebrae.  By  invasion  of  the  canal  the  cord  is  pressed  on  at  this 
point  and  the  dorsal  region  much  softened.  There  were  no  enlarged 
glands  in  the  thorax  or  abdomen,  but  there  were  numerous 
secondary  growths  in  the  lungs  and  kidneys.  The  thyroid  isthmus 
is  changed  to  a  tumour  about  the  size  of  a  hen's  egg.  It  is  cystic 
and  enveloped  in  a  tough  fibrous  husk,  especially  the  lower  half, 
while  the  upper  half  is  more  fleshy  ;  the  internal  aspect  of  the 
capsule  is  irregular  from  projecting  nodules.  Owing  to  the  pres- 
sure of  the  tumour  the  trachea  is  bulged  inwards.  The  lateral 
lobes  of  the  thyroid  are  normal. 

Microscopical  examination  of  the  primary  growth  and  of  the 
secondary  nodules  show  that  they  are  made  up  in  great  measure  of 
closed  follicles  lined  by  epithelium,  the  contents  of  the  tubules 
being  "  colloid  "  matter.  The  type  of  the  neoplasm  is  essentially 
that  of  the  thyroid.  (In  some  secondary  growths  the  tubules  are 
so  closely  compressed  that  the  opposing  epithelia  are  in  contact ; 
in  others  there  is  marked  fibrosis  at  the  centre.) 

May  15th,  1888. 
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4.   Case  of  Addison's  disease. 
By  Haeeington  Sainsbttey,  M.D. 

The  case  from  which  the  specimens  now  shown  were  taken  ran  a 
typical  course  ;  for  this  reason  it  will  not  be  necessary  to  give 
more  than  the  briefest  records. 

Daniel  Gr — ,  a  police  sergeant,  aged  38,  was  admitted  into  the 
Royal  Free  Hospital  on  August  16th  of  this  year.  He  was 
admitted  for  great  weakness  with  well-marked  emaciation ;  for 
darkening  of  the  skin,  especially  noticed  about  face  and  backs  of 
hands ;  for  abdominal  pain  with  frequent  vomiting,  the  vomit 
occasionally  containing  blood ;  for  extreme  feebleness  of  pulse. 

The  man  gave  a  healthy  history  up  till  1878,  when,  in  the  perform- 
ance of  his  duty,  he  was  severely  kicked  about  the  abdomen  and  was 
obliged  to  give  up  duty  for  fourteen  days.  Since  that  time  he  had 
suffered  occasionally  from  sharp  pain  in  the  abdomen  and  sickness 
but  had  been  able  to  keep  at  his  work.  On  October  11th,  1886, 
again  in  the  discharge  of  his  duty,  he  was  very  severely  kicked 
about  the  abdomen  and  chest,  and  he  also  received  damage  in  the 
testes.  He  vomited  at  the  time  and  continued  vomiting  all  night 
off  and  on.  On  the  12th  he  was  sufficiently  recovered  to  be  able  to 
give  evidence,  but  on  the  13th  he  was  obliged  to  give  up  his  duty, 
and  has  never  been  able  to  return  to  it. 

The  symptoms  described  on  admission  had  gradually  appeared 
and  progressed,  and  amongst  others  there  was  much  shortness  of 
breath  on  exertion. 

I  may  mention  that  in  the  family  there  was  no  definite  history 
of  illness  except  of  rheumatic  fever. 

To  the  present  state  on  admission  already  given  1  need  only  add 
a  few  details.  There  was  some  pigmentation  on  the  mucous  mem- 
brane of  the  lips  ;  the  backs  of  the  hands,  in  addition  to  the  general 
deepening  of  tint,  showed  small  dark  specks  of  pin-head  size,  they 
also  presented  a  curiously  polished  appearance  ;  the  abdomen  and 
thorax  showed  scattered  spots  of  brown  pigmentation ;  a  large 
patch  of  a  much  deeper  brown  on  the  abdomen  marked  the  site  of 
past  irritation  by  iodine. 

The  abdominal  pain  mentioned  was  referred  to  ej>igastrium  and 
left  hypochrondrium  but  it  was  not  limited  to  these  parts,  the  lumbar 


344  DUCTLESS    GLANDS. 

regions  and  particularly  the  right  lumbar  region  being  much 
complained  of. 

In  the  course  of  the  case  the  emaciation  increased,  and  the  pros- 
tration became  extreme. 

The  patient  died  on  September  19th.  During  the  last  three 
days  he  was  more  or  less  delirious,  sometimes  wildly  so  ;  he  appeared 
also  to  be  in  much  pain. 

Whilst  in  hospital,  the  sickness,  which  was  a  constant  symptom, 
frequently  showed  blood  in  the  vomit. 

The  patient's  colour  varied  a  good  deal  in  depth  of  tint  during  the 
progress  of  the  case,  but  at  no  time  was  it  very  intense. 

At  the  post-mortem  the  following  appearances  were  noted  : 

The  subcutaneous  fat  tolerably  preserved.  In  the  abdomen  a 
few  old  adhesions  in  the  region  of  the  spleen ;  the  hepatic  flexure 
of  the  colon  more  adherent  than  usual  to  the  parts  posteriorly  ; 
between  the  liver  and  right  suprarenal  old  and  somewhat  dense 
adhesions.  Search  was  made  for  any  evidence  of  past  trauma- 
tism ;  none  was  found.  The  abdominal  organs,  spleen,  kidneys, 
liver,  were  healthy  looking.  A  few  ecchymoses  marked  the  mucous 
surface  of  the  stomach,  small  and  large  intestines  presented 
nothing  abnormal.     No  disease  of  the  spine. 

Right  suprarenal  capsule  much  enlarged,  converted  into  a  dense 
fibro-caseous  mass  (vide  specimen).  At  one  or  two  spots  there  were 
foci  containing  a  puriform  fluid,  evidently  the  result  of  softening 
of  the  cheesy  material. 

Left  suprarenal  capsule  (before  removal  an  appearance  as  of  a 
superficial  scar  was  noted  in  the  position  which  the  capsule  should 
occup>y)  :  No  enlargement  of  the  body  to  be  felt;  accordingly  the 
mass  of  fat  situated  at  the  head  of  the  left  kidney  was  removed  for 
further  examination.  On  section  through  this  fat  a  minute  fibrous 
centre  of  triangular  form  was  seen.  Dissection  from  without  inwards 
was  then  attempted  but  was  given  up  for  what  appeared  a  much 
safer  method,  viz.  a  series  of  vertical  sections.  These  showed  the 
capsule  embedded  in  the  fat  and  reduced  to  a  minimum.  To  the 
naked  eye  no  trace  of  the  normal  structure  remained ;  there  was 
nothing  but  a  fibrous  mass  which  by  its  shape  and  position  alone 
declared  its  nature.  One  section  is  of  special  interest,  for  it  not 
only  shows  more  clearly  the  shape  of  the  capsule  but  also  the 
presence  of  a  small  caseous  nodule  with  central  breaking  down. 
Another  section  shows  another  small  caseous  focus. 
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I  may  add  in  completion  of  the  post-mortem  record  that,  with  the 
exception  of  scarring  at  the  apices  of  the  lungs  and  the  presence 
there  of  one  or  two  minute  caseous  masses,  no  fibro-caseous  changes 
anywhere  else  were  discovered. 

There  are  several  points  in  this  case  to  which  I  am  desirous  of 
drawing  attention.  I  may  first,  however,  state  that  there  can  be 
no  question  as  to  the  nature  of  the  case.  Both  clinically  and 
pathologically  it  stands  as  typical  of  Addison's  disease. 

The  first  point  concerns  the  etiology.  Traumatism  plays  here  so 
distinct  a  part  in  the  clinical  history  that  I  think  it  must  be 
accepted  as  the  determining  cause.  Dr.  G-reenhow  gives  a  few 
cases  in  which  traumatism  was  probably  the  cause,  but  in  none,  I 
think,  is  the  evidence  quite  so  strong  as  in  this  case.  I  would 
moreover  point  out  that  the  injuries  involved  serious  and  extensive 
irritation  of  the  sympathetic  system. 

The  next  point  concerns  the  nature  of  the  pathological  changes 
in  the  capsules.  As  to  the  right  capsule  the  condition  found  there 
needs  no  discussion, — it  will  be  admitted  as  typical  of  the  common 
form  of  disease.  As  to  the  left  capsule  there  can,  I  think,  be  no  doubt 
that  the  condition  found  is  identical  in  nature  with  that  in  the  right, 
— the  fibroid  change,  the  caseous  focus  breaking  down  at  its  centre 
these  give  sufficient  evidence ;  but  I  would  draw  special  attention  to 
the  extreme  to  which  degeneration  and  of  shrinkage  has  here 
proceeded,  and  I  would  ask  whether  we  are  not  to  consider  that  in 
process  of  time  the  right  capsule  might  have  undergone  a  similar 
reduction  in  bulk.  This  question  of  the  extreme  to  which  fibroid 
shrinkage  and  disintegration  may  proceed  is  of  interest  not  only 
from  the  point  of  view  of  morbid  histology  but  also  from  the  point 
of  view  of  the  pathology  of  Addison's  disease,  with  special  regard 
to  the  cases,  more  recently  described,  of  this  disease  with  atrophy 
of  the  capsules.  If  the  replacement  of  the  tissues  of  the  adrenal  by 
fibrous  tissue  may  be  as  complete  as  it  frequently  is  in  Addison's 
disease,  and  if  this  fibrous  tissue  may  then  suffer  reduction  to  the 
extent  here  witnessed,  may  not  the  process  advance  yet  a  step 
further  and  end  practically  in  the  complete  effacement  of  the 
organ  ?  (In  the  present  case  it  is,  I  think,  clear  that  the  left  capsule 
would  have  shrunk  yet  further  had  the  patient  lived.)  If  this  be 
so  it  is  more  than  probable  that  some  of  the  cases  of  atrophy  of  the 
capsules  which  have  been  held  to  disprove  the  fibrous-caseous 
theory  of  Addison's  disease  will  really  be  included  by  that  theory 
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and  will  themselves  represent  ultimate  stages  of  the  fibro-caseous 
change.  Is  it  impossible  too  that  some  of  the  cases  of  reported 
absence  of  one  of  the  capsules  e.  g.  in  Averbeck's  Tables  (Table  I, 
Case  45),  or  even  of  both  capsules  (Dr.  Kent  Spender's  case),  may 
really  be  cases  of  extreme  atrophy  which  have,  however,  passed 
through  a  fibro-caseous  stage  ? 

One  last  point  in  connection  with  this  case.  In  the  patient's 
history  there  are  two  distinct  traumatic  records,  and  at  the  post- 
mortem we  find  the  capsules  in  two  distinct  stages.  I  will  not 
venture  beyond  this. 

In  conclusion,  I  would  suggest  that  in  all  cases  of  apparent 
atrophy  of  a  capsule  the  safest  method  of  procedure  in  searching 
for  it  is  by  a  series  of  cross  sections  as  here. 

November  1st,  1887. 


5.  Case  of  Addison's  disease  in  a  boy  of  17  ;  of  eight  months' 
duration;  bronzing  seven  months';  twitchings.  Death. 
Capsules  fibro-caseous ;  chronic  tuberculosis  round  them, 
and  disseminated  thence  over  peritoneum. 

By  Samuel  West,  M.D. 

Charles   A — ,  single,   aged   17,  a   waiter  at  a  restaurant,  was 
admitted  into  the  Eoyal  Free  Hospital  on  June  16th,  1887, 
with  Addison's  disease. 

He  was  the  youngest  of  four  children,  who  were  all  healthy,  as 
he  had  been  until  five  months  ago,  when  he  caught  cold  and  had 
pain  in  the  right  side  with  some  cough.  He  left  work  and  was 
laid  up  for  three  months,  when  he  went  to  a  Convalescent  Home 
for  a  month  but  returned  no  better,  and  shortly  after  came  to  the 
hospital,  finding  himself  unable  to  work.  During  all  this  time  he 
had  been  steadily  growing  weaker  without  any  evident  cause. 
The  appetite  had  been  extremely  bad,  and  he  had  lost  flesh. 
Vomiting  had  occasionally  troubled  him,  but  it  had  not  been  severe. 
The  colour  had  been  noticed  to  be  darker  than  natural  to  him  in 
March,  i.  e.  about  a  month  after  the  commencement  of  his  illness. 
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The  patient's  mother  died  young,  but  from  what  cause  is  not 
known ;  there  was  a  history  of  phthisis  in  her  family,  and  one 
paternal  uucle  died  also  of  phthisis. 

The  patient  was  very  thin  and  feeble,  with  cold  extremities  and  a 
feeble  pulse,  but  there  were  no  physical  signs  except  the  bronzing. 

The  pigmentation  was  general  over  the  whole  body,  but  most 
marked  on  the  neck  and  face,  and  on  the  lower  part  of  the 
abdomen  and  upper  part  of  the  thighs.  In  these  latter  places  the 
skin  was  very  dark  and  mottled.  Irregularly  scattered  over  the 
whole  body  were  small  black  spots  not  raised  above  the  skin  ;  they 
were  especially  numerous  on  the  face,  but  some  of  them,  the  patient 
said,  were  of  old  elate,  though  many  he  knew  had  come  lately.  On 
the  face  the  bronzing  was  uniform,  with  many  small  black  spots ; 
irregular  patches  of  dark  pigment  marked  the  line  of  junction  of  the 
lips.  A  small  patch  of  pigment  was  found  on  the  mucous  membrane 
of  the  lip  just  above  the  left  upper  incisor,  and  other  patches  existed 
on  the  middle  of  the  inside  of  both  cheeks.  The  whole  neck  was 
deeply  and  uniformly  bronzed.  The  arms  were  less  pigmented 
than  the  rest  of  the  body  ;  there  was  a  marked  absence  of  pigment 
in  the  folds  of  the  elbows  and  axilla,  but  there  were  many  black 
spots  which  were  more  conspicuous  from  the  comparative  lightness 
of  the  skin  round  them.  On  the  back  the  bronzing  was  uniform, 
except  for  transverse  lines  of  deep  bi*own  colour  corresponding 
with  the  lower  dorsal  spines.  The  thighs  were  deeply  pigmented, 
as  described,  and  mottled,  but  below  the  knee  there  was  but  little 
excess  of  pigment.  The  nipples  were  very  dark.  The  retinae 
showed  no  trace  of  abnormal  pigmentation. 

There  was  almost  complete  loss  of  appetite  but  the  tongue  was 
clean.  Vomiting  occurred  occasionally  but  without  any  fixed 
relation  to  food.  The  urine  was  of  low  sj>ecific  gravity,  1012,  but 
otherwise  normal. 

Up  to  August  9th  the  patient  slowly  improved.  The  temperature 
was  generally  normal  but  rose  once  to  100°.  The  only  change  which 
occurred  during  this  time  was  the  development  of  several  new 
patches  of  pigment. 

On  June  30th,  a  new  patch  was  found  on  the  right  border  of  the 
tongue. 

On  July  2nd,  a  pale  brown  triangular  mark  developed  on  the  left 
side  of  the  root  of  the  nose,  and  became  very  distinct  in  the  course 
of  a  few  days. 
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Ou  the  9th,  several  more  black  spots  were  discovered  on  the 
trunk,  arms,  and  face. 

On  August  9th  the  patient,  who  had  been  for  some  days  well 
enough  to  get  up  and  go  into  the  square,  was  suddenly  seized  with 
vomiting  and  severe  pains  in  the  right  shoulder  and  in  the  right 
hypochondriac  and  lumbar  regions.  This  attack  completely  pros- 
trated him  ;  he  became  alarmingly  weak  and  lost  all  appetite.  The 
abdominal  muscles  were  kept  rigid,  and  great  tenderness  was  felt 
in  the  epigastrium ;  the  colour  of  the  skin  seemed  to  become  deeper, 
but  it  varied  much  on  different  days  according  as  it  appeared  to 
the  patient's  general  condition. 

On  the  16th  the  temperature,  which  had  hitherto  been  normal, 
rose  to  102°,  and  remained  at  this  height  for  the  next  few  days, 
during  which  time  the  tongue  became  very  dry,  the  vomiting  con- 
tinued and  the  appetite  failed  entirely. 

On  the  23rd,  the  weakness  was  extreme.  The  pain  in  the  lower 
part  of  the  abdomen  was  better,  having  been  relieved  by  rubbing 
with  extract  of  belladonna.  For  the  last  few  days  there  had  been 
some  twitching  of  the  face  and  limbs. 

On  the  28th,  the  patient  became  very  faint,  and  passed  into  a 
condition  of  unconsciousness  for  about  five  hours,  when  he  had  an 
attack  of  convulsions  in  which  he  threw  himself  about  and  could 
not  be  kept  in  bed.  The  right  side  of  the  face  twitched  more  than 
the  left.     These  twitchings  lasted  all  night. 

In  the  afternoon  of  the  next  day  he  began  to  throw  himself 
about  as  if  in  unbearable  pain,  and  he  complained  of  great  agony 
in  the  right  hip,  but  no  cause  there  for  the  suffering  could  be  found. 

On  the  30th,  the  vomiting  became  very  severe  and  no  urine  was 
passed  at  all  for  twenty-four  hours. 

From  this  time  till  his  death  on  September  21st  the  patient  lay 
so  weak  as  to  appear  almost  unconscious,  vomiting  constantly,  and 
having  positive  repulsion  for  food,  so  that  for  several  days  the  only 
food  he  took  was  two  or  three  oysters. 

On  the  21st,  muscular  twitchings  returned,  and  shortly  after  the 
lad  became  unconscious  and  died. 

Post-mortem  examination. — The  body  was  small  and  ill  developed 
for  the  age,  presenting  the  appearance  of  a  lad  of  thirteen  or  four- 
teen only.  The  pigmentation  was  as  described,  but  paler  in  colour. 
The  right  pleural  cavity  was  completely  obliterated,  and  also  the 
anterior  part  of  the  pericardium. 
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The  liver  was  completely  adherent  to  the  diaphragm,  and  in 
these  adhesions  as  well  as  in  the  capsule  of  the  liver  were 
very  numerous  grey  and  yellow  tubercles.  Scattered  over  the 
peritoneum  and  intestines  were  similar  tubercles  but  becoming 
more  sparse  in  the  lower  parts,  as  if  they  had  been  disseminated 
from  the  region  of  the  diaphragm  on  both  sides,  for  the  same 
condition  of  tubercular  growth  was  found  on  the  left  side  also. 
There  were,  however,  no  tubercles  whatever  in  the  liver,  lungs, 
kidneys  or  spleen.  The  tubercular  deposit  increased  as  the  region 
of  the  suprarenal  capsules  was  reached,  and  here,  embedded  in  dense 
fibroid  tissue,  the  capsules  were  found  after  much  dissection. 
They  were  of  normal  size  but  their  structure  was  entirely  destroyed. 
For  the  most  part  they  consisted  of  translucent  fibrous  tissue,  in 
the  midst  of  which  were  small  nodules  of  caseous  change,  most  of 
them  firm  and  not  softening,  with  here  and  there  a  few  small 
calcareous  nodules.  The  solar  plexus  and  nerves  could  not  be 
found,  for  they  were  embedded  in  fibrous  tissue  as  the  capsules 
were.  The  heart  was  small  relatively  to  the  body.  The  condition 
of  the  capsules  presents  no  special  interest  further  than  that  it  is 
exactly  that  which  is  described  as  typical  of  the  disease  by 
Greenhow.'  A  more  interesting  fact  is  the  existence  of  chronic  tuber- 
culosis in  the  immediate  neighbourhood  of  the  capsules  and  in  its 
dissemination  from  thence  over  the  peritoneum,  there  being  no 
general  infection  of  the  body.  The  condition  of  the  liver  was 
peculiar  and,  as  far  as  I  know,  rare,  for  the  tuberculosis,  though  of 
some  standing  and  well  developed,  was  entirely  confined  to  the 
capsule. 

In  respect  of  age  the  case  deserves  record,  for  in  Dr.  Greenhow's 
cases  only  one  out  of  six  males  were  under  twenty  years  of  age,  and 
this  patient  was  only  seventeen.  The  duration  of  the  case  was 
also  short, — the  lad  was  in  good  health  and  at  work  eight  months 
before  his  death.  The  bronzing  was  noticed  one  month  later. 
Dr.  Wilks  puts  the  average  duration  of  the  disease  at  eighteen 
months. 

The  last  point  of  interest  was  the  rapid  development  under 
observation  of  black  spots  and  patches  of  pigment. 

November  1st,  1887. 

P.S. — The  capsules  were  examined  for  tubercle  bacilli  by  Dr. 
Sidney  Martin,  but  none  were  found. 
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6.   Tubercular  disease  of  the  suprarenal  capsule  unattended  by 
bronzing  of  the  skin. 

By  William  Collier,  M.D. 

The  right  suprarenal  capsule  exhibited  was  taken  from  the  body 
of  a  female  patient  aged  36,  who  was  recently  admitted  into 
the  Radcliffe  Infirmary.  Her  illness  had  commenced  about  nine 
months  before  with  pain  across  the  loins,  occasional  attacks  of 
vomiting,  feeling  of  weakness  and  exhaustion  ;  these  symptoms 
had  continued  and  increased  in  severity.  She  stated  that  about  six 
weeks  before  admission  she  had  vomited  a  small  quantity  of 
blood.  Her  previous  health,  with  the  exception  of  an  attack  of 
rheumatic  fever  at  the  age  of  twenty-one,  had  been  very  good. 
Patient  was  a  well-nourished,  fair-complexioned  woman,  decidedly 
anaemic,  with  an  extremely  weak  pulse.  No  disease  of  any  of  the 
organs  could  be  discovered,  but  on  palpation  there  was  decided 
tenderness  over  the  loins.  While  in  hospital  patient  vomited 
occasionally,  but  did  not  complain  particularly  of  pain  in  the 
stomach.  She  was  extremely  languid,  lying  in  bed  and  taking  no 
notice  of  anyone  or  anything.  On  more  than  one  occasion  a  note 
was  made  of  the  extreme  feebleness  of  the  pulse.  Temperature 
during  first  week  rose  to  about  100°  F.  towards  evening  but  after- 
wards fell  to  and  continued  normal.  Patient  was  dieted  carefully, 
and  bismuth  and  iron  given  under  the  impression  that  she  might 
have  an  ulcer  of  the  stomach.  One  afternoon  about  two  weeks 
after  admission,  patient,  while  sitting  up,  became  suddenly  faint 
and  collapsed.  Ether  was  injected  and  she  rallied  but  died  three 
hours  later  in  a  similar  attack. 

Autopsy. — Great  excess  of  subcutaneous  and  peritoneal  fat  note  I ; 
mesenteric  and  lumbar  glands  were  enlarged  and  some  were  the 
seat  of  caseous  deposit.  Both  suprarenal  capsules  were  enlarged, 
more  particularly  the  right,  in  which  the  normal  tissue  had  entirely 
disappeared  and  had  given  place  to  a  cheesy,  yellowish  deposit, 
which  had  become  in  parts  cretaceous.  On  section  of  the  organ  an 
irregular  cavity  was  found  containing  thick  ci*eamy  fluid.  The 
only  trace  of  the  left  suprarenal  was  a  small  sac  enclosing  cheesy 
material,  which  was  densely  adherent  to  and  could  not  be  separated 
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from  the  under  surface  of  the  pancreas.  At  the  point  at  which 
the  right  suprarenal  was  adherent  to  the  liver  that  organ  was 
invaded  to  the  depth  of  about  an  inch  by  a  caseous  deposit. 

The  symptoms  in  this  case  were  very  misleading,  as  the  patient 
had  not  the  slightest  trace  of  bronzing  or  abnormal  pigmentation 
in  any  part  of  the  body.  The  anaemia,  vomiting,  and  history  of 
having  on  one  occasion  vomited  a  small  quantity  of  blood,  were 
suggestive  of  gastric  ulcer.  On  the  other  hand,  I  entirely  mis- 
interpreted the  extreme  weakness  of  the  radial  pulses,  hastily 
concluding  that  it  was  due  to  some  abnormality  of  the  radial 
arteries.  Cases  in  which  the  disease  has  existed  for  so  long  a 
period  without  producing  bronzing  of  the  skin  are  decidedly  rare, 
as,  out  of  a  series  of  228  cases  of  Addison's  collected  by  Dr.  Green- 
how,  only  eleven  were  free  from  pigmentation,  and  in  each  of  these 
cases  the  patient's  illness  had  been  of  short  duration ;  in  one  only 
had  it  lasted  eight  months,  in  another  four  months. 

March  20th,  1888. 


IX.     DISEASES,   ETC.,   OF   THE   SKIN. 

1.   On  some  examples  of  Arsenic- Keratosis  of  the  skin  and  of 
Arsenic-Cancer. 

By  Jonathan  Hutchinson,  F.E.S. 

(With  Plates  XXI,  XXII,  and  XXIII.) 

In  the  following  statement  I  have  two  separate  propositions  to 
maintain,  one  of  which  is,  however,  of  great  importance  to  the 
other.  The  first  is  that  by  the  prolonged  internal  use  of  arsenic 
the  nutrition  of  the  skin  may  be  seriously  affected,  and  that, 
amongst  other  changes,  warty  or  corn-like  indurations  may  be 
produced.  The  second  goes  much  further  and  asserts  that  if  the 
drug  be  continued  these  "  arsenic  corns  "  may  assume  a  tendency  to 
grow  downwards  and  pass  into  epithelial  cancer. 

It  will  be  convenient  to  begin  with  to  produce  evidence  as  to 
the  first  of  these  assertions.  A  few  years  ago  a  gentleman  of  nearly 
sixty  was  sent  to  me  by  Dr.  H.  Weber  on  account  of  an  eruption  which 
had  apparently  followed  the  use  of  arsenic.  He  was  the  subject 
of  malignant  disease  of  the  right  tonsil  and  glands  of  neck,  and 
in  order  to  restrain  its  growth  arsenic  had  been  prescribed  in 
large  doses.  For  several  months  he  had  been  taking  regularly 
Fowler's  solution  in  twelve-minim  doses  three  times  a  day.  Under 
its  employment  he  had  emaciated,  had  suffered  much  from  stomach 
neuralgia,  and  his  skin,  which  previously  had  been  perfectly  healthy, 
had  become  everywhere  of  a  brown,  earthy  tint,  and  covered  in  parts 
by  scaly  patches  like  psoriasis.  The  scaly  condition  was  most  obvious 
on  his  elbows  and  backs  of  knuckles.  The  drawings  now  exhib- 
ited show  the  state  of  these  parts  very  correctly.  The  palms  of 
his  hands  had  become  dry,  slightly  horny,  and  covered  by  little  pits 
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In  illustration  of  Mr.  Hutchinson's  paper  on  Arsenic- Keratosis 
and  Arsenic-Cancer.     (Page  352.) 

The  Plate  shows  the  elbow  of  a  gentleman  whose  hands  are 
delineated  in  Plate  XXII.  It  will  be  seen  that  the  whole  skin  is 
of  a  dirty  brown  tint  and  that  a  large  scaly  patch  has  been  deve- 
loped near  to  the  elbow.  This  patch  was  quite  dry,  but  it  was 
somewhat  less  circumscribed  and  showed  more  of  redness  about 
its  edges  than  common  psoriasis  usually  does.  The  patient  had  a 
perfectly  healthy  skin  previous  to  the  administration  of  arsenic. 


DESCRIPTION  OF  PLATE  XXII. 

Illustrating  Mr.  Hutchinson's  paper  on  Arsenic-Keratosis  and 
Arsenic-Cancer.     (Page  352.) 

The  back  and  front  surfaces  of  the  hands  of  Mr.  D— ,  the  patient 
whose  elbow  is  shown  in  the  preceding  plate.  It  will  be  seen  that 
across  the  knuckles  of  the  hand  a  number  of  dry,  thick,  scaly 
crusts  have  formed.  On  the  backs  of  the  fingers  there  are  numerous 
little  pits  where  the  epidermis  is  broken,  while  the  skin  generally 
is  discoloured  and  harsh.  The  patches  across  the  knuckles  are 
exactly  like  psoriasis,  excepting,  perhaps,  that  there  is  more  thick- 
ening beneath  the  crusts.  They  do  not  occur  precisely  in  the  parts 
where  psoriasis  is  most  common,  that  is,  on  the  back  of  the  hand, 
rather  than  the  knuckles.  The  palmar  surface  of  the  hand  shows 
the  epidermis  dry  and  cracked,  and  there  are  numerous  little  pits 
where  it  has  been  broken.  The  extremities  of  the  fingers  are 
especially  affected  and  somewhat  reddened.  It  has  been  difficult 
to  represent  the  little  corn-like  patches  of  thickened  epidermis  which 
were  present. 


.. 


DESCRIPTION  OF  PLATE  XXIII. 

Illustrating  Mr.  Hutchinson's  paper  on  Arsenic-Keratosis  and 
Arsenic-Cancer.     (Page  352.) 

The  palmar  surfaces  of  the  two  hands  of  Dr.  W — ,  who  became 
the  subject  of  arsenic-cancer.  It  will  be  seen  that  the  palms  are 
exactly  like  that  of  the  hand  shown  in  Plate  XXII,  but  with  the 
addition  of  a  fungating  growth  in  each.  That  in  the  right  palm 
is  of  considerable  size  and  thickness  and  is  placed  just  above  the 
wrist.  That  in  the  left  is  much  smaller,  having  been  of  more 
recent  development,  and  shows  only  a  reddened  excoriation  between 
the  index  and  middle  fingers,  beneath  which  there  is  a  certain 
amount  of  thickening.  In  this  case  common  psoriasis  had  been 
present  in  the  first  instance,  and  arsenic  had  been  given  in  large 
doses  over  a  long  time  for  its  cure. 
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where  the  epidermis  had  broken  up.  In  some  spots  the  epidermal 
layers  were  thickened  into  small  hard  corns  (see  Plates  XXI  and 
XXII). 

The  arsenic  was  at  once  discontinued,  with  the  result  that  the 
stomach  pains  ceased  and  that  the  state  of  the  skin  was  definitely 
ameliorated.  The  drug  was  afterwards  resumed  and  the  skin  got 
worse.  This  patient,  who  was,  as  already  stated,  the  subject  of 
cancer  before  the  arsenic  was  given,  never  developed  anj  fresh 
cancer  in  connection  with  his  arsenic  corns.  He  died  of  his 
original  disease  a  few  months  after  I  first  saw  him.  The  point 
which  I  wish  to  establish  in  connection  with  his  case  is  that  the 
f  tate  of  skin  was  without  question  due  to  arsenic,  and  that  it  was 
?xaetly  like  that  which,  in  the  next  case  proved  to  be  introductory 
to  cancer. 

The  subject  of  the  next  case  was  a  well-known  member  of  the 
medical  profession  in  Boston,  U.S.  His  case  has  already  been  ably 
recorded  by  Dr.  James  C.  White,  of  Harvard  University,  under  the 
title  of  "Psoriasis — Verruca — Epithelioma:  a  Sequence."  I  have 
nothing  of  importance  to  add  to  Dr.  White's  narrative,  excepting 
the  suggestion  that  the  verrucse,  or  rather  corns,  which  preceded 
the  epithelioma,  were  themselves  caused  by  the  long-continued  use 
of  arsenic  for  the  cure  of  the  psoriasis.  Briefly,  the  facts  are  these  : 
Dr.  W — ,  then  aged  44,  came  over  to  England  for  advice  in 
December,  1883,  with  his  hands  in  the  condition  shown  in  plate 
(Plate  XXIII) .  With  the  exception  of  the  addition  of  uew  growths 
(cancer)  they  were  the  counterparts  of  the  hands  of  Mr.  D — ,  the 
subject  of  the  preceding  case.  There  was  the  same  general  dryness, 
the  same  tendency  to  form  little  pits  in  the  hardened  epidermis 
and  to  produce  little  dense  corns.1  Dr.  W —  had  been  the  subject  of 
psoriasis  from  boyhood,  and  had  taken  large  quantities  of  arsenic. 
The  psoriasis,  which  was  of  the  ordinary  form,  did  not  originally 
affect  bis  palms  (a  very  rare  event),  and  the  state  observed  in  them 
had  only  come  on  after  long  use  of  the  drug.  On  this  important 
point  Dr.  W — 's  testimony  was  clear.  The  cancerous  processes  were 
yet  more  recent  and  had  been  present  in  the  right  palm  about 
three  years  before  I  saw  him.     As  Dr.  White  witnessed  the  whole 

1  Dr.  White's  description  of  these  warts  or  corns  is  as  follows :  "  Sharply 
defined,  prominent,  firm,  and  horny  outgrowths,  some  of  them  resembling  the 
uupigmented  formations  of  keratosis  senilis  in  the  same  localities,  whilst  others 
were  more  like  callosities  or  some  form  of  warts." 

23 
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process  of  development,  it  is  better  that  it  should  be  described  in 
bis  own  words  : 

"  Three  years  ago  one  of  these  outgrowths,  situated  upon  the  right 
palm  near  the  wrist  in  one  of  the  great  longitudinal  dividing  furrows 
of  the  skin,  became  excoriated,  either  by  abrasion  or  Assuring, 
which    refused    to    heal    by   the   simple    measures   employed,   and 
terminated  in  a  small  ulcer.     It  remaiued  in  this  condition  mauy 
mouths,  sometimes  nearly  filling  up  and  protecting  itself   with  a 
thin  epithelial  cover,  sometimes  breaking  down  again  and  remain- 
ing   in    an  open  indolent   condition,   but  the  destructive  process 
gradually  extended  more  deeply  into  the  cutaneous  tissues,  and 
widened  its  borders.     After  a  time  the  peripheral  portions  of  the 
integument  became  indurated  and  thickened,  forming  a  dense  and 
elevated    circumvallation    about    the    central    ulceration.     During 
this  long  period  the  efforts  to  restore  the  part  to  a  healthy  condi- 
tion were  persistent  and  various;  at  first  simply  soothing  applica- 
tions combined  with  restraint  to  the  movements  of  the  part,  after- 
wards more  stimulating  applications,  then  cauterizing  agents,  as 
chromic    and    concentrated   nitric    acids,    and    later   the   curette. 
Finallv,  as  the  ulcer  enlarged  and  deepened,  so  that  the  integument 
involved  in  the  destructive  process  and  surrounding  induration  was 
one  half  inch  in  area.     The  whole  growth,  in  August,  1883,  was 
deeply  scraped.     At  the  same   time  another   lesion,  identical   in 
history  and  character,  but  of  much  smaller  size,  which  had  more 
recently  and  gradually  established  itself  upon  one  of  the  warty 
hypertrophies  situated  upon  the  palmar  fold  of  skin  between  the 
fore  and  middle   fingers  of  the  left  hand,  was  also  thoroughly 
curetted." 

j)v  w — f  whilst  in  London,  saw  Sir  James  Paget  and  myself, 
and  microscopic  sections,  which  he  brought  with  him,  were  care- 
fully examined  by  us,  and  were  also  made  the  subject  of  a  critical 
report  by  Dr.  Creighton.  The  conclusion  arrived  at  was  that  they 
were  certainly  epitheiiomatous.  He  next  went  on  to  the  Continent 
and  obtained  the  opinions,  amongst  others,  of  Professors  Billroth 
and  Kaposi  at  Vienna.  He  afterwards  returned  to  New  York, 
where,  in  accordance  with  the  recommendations  given  him,  his 
right  forearm  was  amputated.  This  was  done  by  Dr.  Hodges, 
and  at  the  same  time  the  affected  fingers  of  the  left  hand  were 
removed. 

The  sequel  proved  the  malignancy  of  the  disease,  for  he  died 
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about  sixteen  months  after  the  amputation  with  growths  in  the 
axillary  lymphatics  and  internal  organs 

I  quote  from  Dr.  White's  paper  the  description  bv  Dr  Fitz  of 
the  examination  of  the  amputated  parts 

"The  palm  of  the  right  hand  presented  an  elevated  rounded 

SLi ^i^XSL7 smooth' reddish-^ 

of  «,„  i  ca  du  lliegular,  deep,  sinuous  depression 

th.ee  and  a  thrrd  inches,  and  tbe  mass  projected  two  th  rds  of  an 
inch  above  the  cutaneous  surface 

scribed  "!"  ^racial   „]cer  corresponded  with  a  circum- 
scribed new  formation,  one  and  a   quarter   inches   in   thickness 
extending  through  the  skin  and  subcutaneous  fat  tissu      to  The 
deep  fascia,  being  intimately  united  to  the  tendinous  sheaths,  wh  eh 
were  not  perforated.     The  growth  was  continued  into  the  substance 
of  the  unciform  bone  and  into  tbe  abductor  minimi  dig,t .     The  "u 
Mn™Z7ral  rela,iVely  h0m0«— •  TO  and  translucent 
opaque  lines  extended  upwards  and  outwards  from  the  base      Pres 
sure  caused  the  escape  of  small,  soft,  opaque  white  plugs 

coihposeedmoTTPiC  f  a,tati»"   SWrf  that  *•  ^tucture  was 
composed    of    variously    shaped,    anastomosing    bauds    of    cells 

£2wtk  J  fir1  'T'  °{  the  e"idCTmiS>  ^  ~d  by  : 

nameworic    of    fibrous   t,i««no        ti-.^    i,      i  .  * 

,         ,  \     "  tlssue-       Ihe    bands    contained   numerous 

"At  the  palmar  base  of  the  fore  and  middle  finger  of  the  left 
hand  was  a  small  superficial   ulcer  upon  the  surface  of  a  dent 

formation,  traversed  by  occasion/fl^s^  ^ ^1^ 
into  the  subcutaneous  fat  tissue,  and  the  tendons  beneath  wire 
freely  movable      The  structure  was  like  that  of  tbe  growth  on  fte 
right    hand,   thougli    tbe    fibrous    portion    was    re?,.?/, 
abundant,  and  in  both  the  characte rist'  "^hvely    more 

•j  . ,  ue  cnaiacte.ist.c  appearances  of  flat  cell 

epidermoid  cancer  were  presented  " 

The  appended  letters  which  give  full  details  as  toDr  W-'«  last 
.Uness    and  the  autopsy   were   kindly   scut    to   me   by    Professor 
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Bigelow.1  In  addition  to  the  information  which  they  give  Prof. 
Bigelow  states  that  for  some  days  before  death  there  was  acute  pain 
in  the  cervical  vertebrae.     This  region  was  not  examined  at  the 

i  Boston ;  April  26th,  1886. 

My  dear  Professor  Bigelow, — The  principal  facts  in  the  case  of  Dr.  J.  H.  W — 
are  these,  viz. : — That  about  a  month  after  seeing  Mr.  Hutchinson,  in  London,  his 
right  arm  was  amputated  in  the  middle  of  the  forearm.  At  the  same  time  the 
fore  and  middle  fingers  of  the  left  hand,  with  parts  of  their  respective  meta- 
carpal bones,  were  also  removed.  These  wounds  healed  rapidly.  The  cicatrices 
and  tissues  in  the  vicinity  of  both  operations  remained  perfectly  healthy  until 
the  patient's  death.  Eventually  a  lymphatic  gland,  enlarged  to  the  size  of  a 
nutmeg,  appeared  above  the  left  elbow.  This  was  freely  excised.  Under  the 
microscope  this  new  growth  was  shown  to  be  an  epithelioma.  The  operation  was 
quickly  recovered  from.  A  few  months  after  its  performance  a  severe  and  sudden 
"pleuritic"  attack,  unaccompanied  by  decided  physical  signs,  confined  Dr.  W. 
to  his  bed  for  a  few  days.  Although  of  brief  duration,  this  sickness  was  followed 
by  a  dry  and  hacking  cough,  which  never  disappeared.  In  the  latter  part  of 
18S5  a  neuralgia,  ahout  the  neck  and  right  shoulder,  wore  upon  the  patient's 
strength  and  health,  which  had  previously  been  excellent,  and  to  the  pain  and 
exhaustion  incident  to  its  unremitting  severity,  he  gradually  succumbed  at  the 
end  of  the  year. 

At  the  time  of  Dr.  W.'s  death  no  reappearance  of  the  local  disease  was  visible 
externally,  nor  was  there  tangible  evidence  of  its  existence  anywhere,  except  in 
an  enlarged  gland  in  the  left  axilla.  I  believe  you  have  a  report  of  the  post- 
mortem examination,  describing  the  internal  lesions  which  were  discovered. 

I  am,  very  sincerely  yours, 

Professor  Henry  J.  Bigelow.  R.  M.  Hodges. 

Notes  of  the  autopsy  by  Dr.  Fitz. — The  post-mortem  examination  was  made 
6th  January,  1886.  Body  emaciated.  In  the  left  axilla  was  a  dense  flattened 
nodule,  near,  but  not  adherent,  to  the  skin,  as  large  as  a  dried  fig.  Nothing 
abnormal  on  examination  of  the  pericardium  and  heart.  The  anterior  surface  of 
the  left  lung  was  adherent  to  the  thoracic  wall  by  recent  adhesions.  In  the 
posterior  and  lower  portion  of  the  left  pleural  cavity  were  about  three  pints  of 
opaque,  reddish-grey  fluid.  The  pleura  was  thickened,  opaque,  besmeared  with  a 
soft  yellow  false  membrane.  In  the  posterior  and  upper  part  of  the  left  lower 
lobe  was  a  firm  rounded  mass  as  large  as  a  small  orange.  On  section  a  central 
cavity  was  found,  representing  the  greater  part  of  the  volume  of  the  mass,  and 
filled  with  an  offensive,  opaque  grey  fluid.  The  wall  of  the  cavity  was  about  a 
half  inch  iu  thickness,  dense,  yellowish  grey  in  colour;  its  free  surface  was 
irregularly  nodulated  and  granular.  A  dense,  yellowish-grey  nodule,  without 
central  softening,  was  found  in  the  lower  part  of  the  left  lung.  At  the  root  of 
this  lung,  but  within  the  lower  lobe,  the  main  bronchus  was  surrounded  by  a 
dense  neoplasm,  resembling  those  already  described,  and  extending  outwards  a 
half  inch  or  more.  The  included  bronchus  was  irregularly  narrowed,  and  its 
mucous  membrane  deeply  injected  aud  infiltrated  with  blood.     Elsewhere  in  the 
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post-mortem.     It   is    very    probable   that   a   growth   was   forming 
there. 

Dr.  W — 's  psoriasis  began  at  about  twenty,  and  he  soon  after- 
wards coninienced  the  use  of  arsenic.  Corns  began  to  form  on  bis 
hand  when  he  was  thirty-four,  they  ulcerated  when  he  was  forty- 
two,  and  the  first  scraping  was  done  at  forty-four.  He  came  to 
England  in  the  same  year.  The  amputation  was  eight  months 
after  the  scraping,  and  he  died  eighteen  months  after  the  former. 

That  the  palmar  keratoses  were  in  this  case  the  seats  of  the 
cancerous  development  no  one  will,  I  think,  hold  doubtful  who 
reads  Dr.  White's  description  of  the  early  stage  of  the  latter,  and 
who  examines  the  portraits  of  the  two  hands.  It  will  be  seen  in 
the  portraits  that  the  conditions  in  each  are  precisely  similar,  and 
thus  we  had  a  double  illustration  of  the  facts.  That  the  keratoses 
were  in  their  turn  due  to  arsenic  no  one  will,  I  think,  doubt  who 
has  given  attention  to  the  preceding  case. 

I  have  next  to  mention  three  other  cases  from  my  own  experience 
in  which  cancerous  processes  followed  the  use  of  arsenic.  Two  of 
these  are  of  the  more  value  because  they  occurred  long  before  I  had 

lungs  nothing  abnormal  was  found  with  the  exception  of  oedema.    The  bronchial 
glands  were  not  abnormal  in  appearance. 

In  one  of  the  ribs  of  the  left  thorax,  near  the  spine,  was  a  central  nodule  of 
new  formation,  as  large  as  a  walnut,  apparently  myologenous,  which  had  caused 
an  expansion  of  the  rib,  with  an  absorption  of  the  lime  salts  in  the  cortex. 

Nothing  abnormal  found  on  examination  of  the  spleen.  The  left  kidney,  not 
particularly  enlarged,  contained  numerous  round  nodules,  dense,  opiaque,  grey, 
varying  in  size  from  that  of  a  pea  to  that  of  a  marble.  The  right  kidney  increased 
in  size,  at  least  one  third,  presented  similar  changes,  the  nodules  being  more 
numerous  and  larger.  A  nodule  of  new  formation,  as  large  as  a  marble,  was 
found  in  the  perinepbritic  fat  tissue  in  the  vicinity  of  the  right  renal  artery,  and 
some  of  the  lumbar  lymphatic  glands  were  moderately  enlarged  and  indurated. 
The  fight  suprarenal  capsule  was  tranformed  into  a  dense  yellowish-grey  mass, 
as  large  as  a  prune.  The  left  capsule  apparently  normal.  The  upper  surface  of 
the  right  lobe  of  the  liver  showed  a  grey  nodule,  as  large  as  a  dried  pea.  There 
was  a  moderate  degree  of  fatty  infiltration  of  the  liver. 

The  microscopic  examination  of  the  nodules  in  the  lung  and  kidney  showed  an 
alveolar  structure.  The  alveoli  were  often  small,  the  stroma  abundant  and 
duuse.     The  contained  cells  were  epithelioid  and  small. 

Diagnosis. — Cancer  of  the  left  axilla,  of  the  left  lung,  of  a  left  rib.  Cancer  of 
the  kidneys,  right  suprarenal  capsule  and  perinepbritic  fat  tissue,  lumbar  lym- 
phatic glands  and  liver.     Acute  pleurisy ;  oedema  of  the  lungs. 

(Signed)         K.  H.  Fitz,  M.D. 
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formed  tiny  opinion  as  to  the  action  of  arsenic  in  this  direction.  I 
have  taken  them  out  of  old  note-books,  where  they  had  been  recorded 
without  any  special  theory  in  view. 

In  the  first  of  these  the  palms  were  affected  by  corns,  but  the 
cancer  occurred  on  the  scrotum.  A  clerk  named  Edward  B— ,  aged 
34,  was  at  the  Hospital  for  Skin  Diseases  in  August,  1871.  He  had 
been  long  under  Mr.  Hunt's  treatment  by  arsenic  for  psoriasis. 
There  was  cancer  in  his  family.  The  palms  of  his  bauds  wei-e 
speckled  with  numerous  whitish  spots,  which  were  slightly  raised, 
"just  like  so  many  soft  corns,"  "no  warts."  The  corns  were 
specially  marked  in  the  palms  and  where  the  fingers  rubbed 
together.  The  soles  of  the  feet  were  in  a  similar  condition.  He 
had  noticed  this  condition  for  eighteen  months,  and  it  began  after 
he  had  been  some  years  under  Mr.  Hunt's  treatment. 

At  the  Hospital  for  Skin  Diseases  we  continued  arsenic,  not  then 
knowing  any  better. 

In  February,  1872,  he  had  a  hard-edged  sore  on  the  scrotum, 
which  had  been  preceded  by  a  wart  or  corn.  In  June  this  sore  was 
recognised  to  be  epithelial  cancer,  and  early  in  July  he  was  taken 
into  the  London  Hospital,  and  had  it  excised.  At  this  date  the 
corns  in  the  palms  had  to  some  extent  "  peeled  off." 

In  April,  1873,  there  was  no  return  and  no  enlarged  glands. 
I  am  sorry  that  I  have  not  been  able  to  obtain  more  recent  in- 
formation as  to  this  patient. 

The  following  notes  concern  a  patient  whom  I  never  saw,  but 
about  whom  I  was  consulted  by  letter  by  Dr.  Clifford  Allbutt,  of 
Leeds.     The  lady  died  not  long  after  the  notes  were  written. 

Miss  H — ,  when  aged  5,  came  under  Dr.  Clifford  Allbutt's  care 
for  pemphigus.  It  was  a  very  bad  case.  She  took  arsenic,  and  it 
stopped  the  eruption.  The  latter,  however,  relapsed,  and  she  got 
into  the  way  of  taking  arsenic  herself.  The  inner  aspects  of  her 
hands  and  fingers  became  "very  rough."  She  married  before 
twenty,  and  had  a  child  born. 

When  twenty-five  she  came  again  to  Dr.  Allbutt  with  a  large,  open 
ulcer  behind  the  crest  of  the  ilium  on  left  side.  She  said  that  there 
had  been  a  roughness  on  the  spot,  and  that  she  believed  the  sore  had 
been  caused  by  her  clothes  hitching.  There  was  a  secondary 
glandular  swelling  in  the  groin.  Subsequently  a  lump  formed  in 
the  skin  of  the  inner  aspect  of  the  thigh,  "  hard,  yellowish  reddish 
and  purple  mottled,  but  not  pigmented."     At  this  stage  the  gland 


ARSENIC-KERATOSIS    OF    THE    SKIN    AND    ARSENIC-CANCER.      359 

mass  had  ulcerated,  and  it,  as  well  as  the  original,  wei*e  described 
as  like  a  tomato  in  colour  and  shape,  having  lumpy,  everted 
edges. 

No  opportunity  for  microscopic  examination  ever  occurred,  but 
that  the  patient  died  of  malignant  disease,  sarcomatous  or  epithelial, 
there  could  be  no  doubt.  There  was  equally  little  that  her  skin  had 
been  made  rough  by  the  long-continued  use  of  arsenic. 

Another  example  of  cancer  following  keratosis  came  under  my 
notice  in  the  person  of  gentleman,  aged  55,  from  Edinburgh.  In 
him  the  growth  had  occurred  on  the  sole  of  the  foot,  and  the 
appearances  were  closely  similar  to  those  exhibited  in  the  portrait 
of  the  Boston  case.  (A  portrait  of  sole  of  foot  was  shown  at 
the  meeting.)  Anyone  looking  at  the  portrait  might  be  inclined 
to  suggest  "  perforating  ulcer,"  for  the  ulcer  is  in  exactly  the  posi- 
tion in  which  that  ulcer  usually  occurs,  and  it  has  thickened  edges 
which  are  not  dissimilar  in  general  appearance.  It  was,  however, 
most  certainly  not  of  that  nature,  for  the  ulceration  did  not  pass 
deeply  and  there  was  definite  new  growth  around  it. 

The  history  which  I  received  with  this  patient  was  that  he  had 
for  many  years  been  the  subject  of  psoriasis  and  had  taken  much 
arsenic.  "  For  many  years  he  has  been  troubled  with  a  tendency 
to  formation  of  corns  on  hands  and  feet  and  genei'al  hypertrophy 
of  cuticle.  The  skin  becomes  dry  and  harsh.  He  has  lost  to  a 
great  extent  the  power  of  feeling  in  the  right  hand,  so  that  he 
does  not  know  when  he  is  grasping  a  pen,  and  has  to  write  with  his 
left  hand."  In  December,  1886,  the  following  note  as  to  the  state 
of  his  foot  was  made  :  "  The  skin  of  the  sole  of  the  foot  is  dry 
and  rough,  and  over  the  ball  of  the  great  toe  there  are  two  ulcers 
the  size  of  three-penny  bits,  the  skin  around  which  is  much  thick- 
ened." ..."  The  patient  states  that  these  ulcers  are  in  the 
place  where  for  several  months  he  had  two  hard  corns  which  he 
used  to  have  pared."  That  the  ulcers  which  Mr.  —  suffered 
from  were  of  no  ordinary  kind  may  be  assumed  from  the  variety 
of  measures  of  treatment  which  they  had  resisted.  In  addition  to 
numerous  local  applications  the  foot  had  been  kept  at  complete 
rest  in  a  plaster- of- Paris  case  for  some  months  and  walking  had 
been  wholly  forbidden,  yet  no  tendency  to  heal  was  shown.  It 
was  on  account  of  this  obduracy  that  he  was  finally  sent  to 
London. 

This  gentleman  was  under  the  care  of  my  friend,  Prof.  CMene, 
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in  Edinburgh,  and  he  returned  to  him  and  had  the  affected  part 
freely  excised  and  treated  with  chloride  of  zinc.  Microscopic 
examination  of  the  portions  removed  did  not  reveal  any  elements 
which  were  conclusive  as  to  epithelial  cancer,  but  to  this  negative 
result  I  may  freely  confess  that  I  do  not  attach  much  importance 
as  regards  diagnosis.  After  the  scraping  the  sore  healed,  and  it 
remains,  I  believe,  sound  up  to  the  present  time  (about  a  year). 

The  microscopic  examination  was  very  carefully  made  by  Dr. 
George  Mackay.  I  extract  the  following  sentence  from  his  report, 
it  beiug  the  one  bearing  most  nearly  on  the  question  :  "  The  sections 
show  intrusion  of  epithelium  at  the  margin  but  without  rupture 
of  boundary  zone  between  epithelium  and  connective  tissue.  This 
may  be  nothing  more  than  the  natural  growth  of  the  epithelium 
and  papillae  recently  pointed  out  as  tending  to  occur  as  life  advances 
(Dr.  Woodhead)." 

On  December  4th,  1887,  Mr.  Chiene  wrote  me  :  "I  saw  Mr.  G— 
to-day ;  there  is  a  corny  cicatrix  at  seat  of  operation,  but  nothing 
more ;  no  pain.  The  corns  on  that  foot  are  better  but  the  corns 
on  the  sole  of  the  opposite  foot  and  on  the  hands  remain  as  they 
were — no  improvement.  He  still  suffers  from  psoriasis  and  has 
twice  taken  since  the  operation  a  little  arsenic." 

In  Dr.  White's  paper,  to  which  I  have  already  been  so  largely 
indebted,  another  case  is  recorded  from  his  own  observation  of 
an  almost  precisely  similar  nature.  A  gentleman,  aged  52,  had 
suffered  from  psoriasis  all  his  life  and  had  taken  much  arsenic. 
Ten  years  before  coming  under  Dr.  White's  care  he  had  noticed 
that  his  hands  were  beginning  to  assume  a  thickened  warty  condi- 
tion. Some  years  later  an  ulcer  formed  on  the  front  of  the  wrist 
which  resisted  all  treatment.  Caustics  and  scraping  were  freely 
employed,  but  in  spite  of  them  it  passed  into  a  condition  whicli 
Dr.  White  describes  as  exactly  like  that  which  is  shown  in  Plate 
XXIII.  Dr.  Hodges  was  also  struck  with  the  remarkable  similarity 
between  the  two  cases.  A  very  free  excision  of  the  diseased  parts 
was  made.  Some  months  later,  soon  after  a  second  operation  for 
removal  of  sloughing  tendons,  the  patient  sank  from  acute  cellulitis 
of  the  arm.  This  patient  had  also  a  small  growth  near  the  anus 
and  it  was  also  excised.  The  most  important  paragraph  in  Prof. 
Fitz's  histological  report  on  the  parts  removed  is  the  following : 
"  The  specimen  was  characterised  by  the  presence  of  large  masses 
of  epithelioid  cells  of  irregular  shape  and  size,  separated  by  narrow 
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bands  of  fibrous  tissue  and  extending  deeply  downwards  into  the 
subcutaneous  fat  tissue." 

Dr.  White's  diligent  research  has  been  rewarded  by  yet  another 
case,  which  is  recorded  in  '  Gazette  des  Hopitaux,'  1878,  p.  750.  In 
this  Dr.  Cartaz  reported  to  the  Anatomical  Society  the  case  of  a 
healthy  man,  aged  40,  who  had  for  twenty -three  years  suffered 
from  psoriasis,  wrhich  had,  at  length,  among  other  l'egions,  invaded 
the  palms  and  soles.  "  In  consequence  of  scratching,  the  scales 
from  one  of  these  processes,  situated  upon  the  palmar  surface  of 
the  second  phalanx  of  the  ring  finger  of  the  right  hand,  were  removed, 
and  there  remained  a  little  ulceration  which  gradually  extended  to 
the  size  of  4  centimetres.  The  callous  borders  of  the  deep-seated 
granulations,  bleeding  at  the  slightest  touch,  established  the 
diagnosis  of  cancroide.  Amputation  at  the  metacarpophalangeal 
joint  was  performed  and  there  was  no  return  of  the  disease." 
The  narration  of  this  case  is  defective  in  that  we  have  no  statement 
of  the  intermediate  formation  of  a  corn,  and  no  information  as  to 
whether  or  not  arsenic  had  been  used.  The  fact  that  the  man  had 
suffered  from  psoriasis  more  than  twenty  years  makes  it  very 
probable  that  he  had  taken  it. 

In  the  preceding  statements  six  cases  have  been  adduced  in  which 
cancer  occurred  in  persons  who  had  for  very  long  periods  suffered 
from  disease  of  the  skin.  In  five  of  these  arsenic  was  known  to 
have  been  very  freely  used  over  very  long  periods,  and  in  the  sixth 
there  is  no  evidence  to  the  contrary.  In  five  of  the  cases  the  skin 
disease  was  psoriasis,  but  in  the  fifth  it  was  pemphigus.  In  one 
case  the  scrotum  was  the  part  on  which  the  cancerous  ulcer  formed 
and  in  one  the  side  of  the  trunk,  whilst  in  all  the  others  it  occurred 
on  the  hand  or  foot  (sole  once,  palm  once,  and  finger  once).  In  all 
cases  a  condition  of  local  keratosis  preceded  the  cancer.  One  of  the 
cases,  that  of  Dr.  W — ,  should  almost  rank  as  a  double  fact,  for 
the  keratosis  and  cancer  occurred  sympathetically  in  the  two  hands. 
Three  of  the  patients  are  dead  (two  of  secondary  malignant  growths), 
and  respecting  two  others  nothing  is  known  as  to  later  history. 

The  cpuestion  to  be  considered  is  as  to  whether  there  be  any  real 
connection  between  the  skin  disease  and  the  cancer  following  it,  and 
if  so  what?  The  reply  which  I  have  suggested  is  that  the  bond  of 
connection  is  to  be  found  in  the  influence  of  the  drug  given  for  the 
cure  of  the  skin  disease.  It  seems  highly  improbable  that  psoriasis, 
however  protracted,  should  in  any  number  of  cases  result  in  cancer. 
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We  have  no  clinical  experiences  to  support  such  a  conclusion.  The 
parts  affected  in  a  majority  of  these  cases  are,  besides,  precisely 
those  which  psoriasis  does  not  attack.  It  is  exceedingly  rare  for 
common  psoriasis  to  show  itself  on  the  palmar  surfaces.  Its 
favourite  sites  are  the  extensor  surfaces,  and  when  the  hand  is 
involved  it  is  usually  its  back.  Yet  in  most  of  these  cases  the 
palmar  surfaces  were  affected,  and  keratoses,  which  are  unknown  as 
a  part  of  common  psoriasis,  occurred  late  in  the  disease  as  a 
precursor  of  the  cancerous  process.  In  this  difficulty  the  first  case 
which  I  adduced  comes  to  our  aid  with  evidence  which  is  invaluable. 
In  it  changes  in  the  nutrition  of  the  skin,  and  especially  in  that  of 
the  palms  of  the  hands,  were  induced  by  the  use  of  arsenic,  and  they 
were  precisely  like  those  which  in  the  other  cases  preceded  cancer. 
Nor  does  this  case  by  any  means  stand  alone  as  proof  that  arsenic 
can  alter  the  state  of  the  skin.  Many  others  have  been  recorded 
in  which  the  integument  has  become  dry,  harsh,  and  muddy  during 
its  use,  and  some  in  which  a  great  increase  of  pigment  was  the 
result.  It  may  be  admitted  that  the  formation  of  keratoses  under 
its  influence  is  a  more  novel  observation,  but  it  is  only  going  a 
short  step  farther.  It  would  appear  that  the  influence  of  arsenic 
when  used  to  saturation  through  long  periods  is  to  lower  the 
nutrition  of  the  skin  and  render  it  less  able  to  bear  ordinary  kinds 
of  irritation.  Thus  we  find  the  palms  and  soles  forming  corns, 
from  local  pressure  presumably,  in  a  most  unusual  manner.  The 
adjacent  surfaces  of  the  fingers  where  touching  each  other  also 
form  corns,  and  in  oue  of  the  cases  which  I  have  recorded  the 
part  affected  had  been  pressed  upon  by  the  dress.  Not  only  does 
arsenic  depress  the  nutrition  of  the  skin,  it  may  induce  local  neuritis. 
That  it  causes  the  outbreak  of  herpes  is  now,  I  think,  generally 
admitted,  and  in  one  of  the  cases  just  mentioned  the  fact  was 
recorded  that  the  patient  had  a  partial  paralysis  of  one  hand.  I 
believe  that  I  have  seen  more  than  one  case  in  which  arsenic  has 
caused  the  formation  of  opacities  in  the  vitreous  humour. 

In  conclusion,  a  word  or  two  may  perhaps  be  permitted  as  to  the 
clinical  bearing  of  the  facts  adduced.  Dr.  White  has  very  properly 
insisted  that  "the  lesson  to  be  drawn  from  their  study  is  that  the 
transformation  of  patches  of  psoriasis  into  verrucous  hypertrophy 
must  be  regarded  as  an  ominous  occurrence,  and  that  the  softening 
or  other  change  of  such  horny  growths  demand  thorough  excision 
without  delay."     To  this  I  would  venture  to  add  that  it  is  desirable 
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to  take  precautions  still  earlier,  and  that  in  all  cases  in  which 
during  the  use  of  arsenic  for  any  skin  disease  the  palms  and  soles 
become  rough  and  corneous  it  is  an  indication  that  the  use  of  that 
drug  should  be  laid  aside.  If  the  case  when  first  seen  is  more 
advanced  and  cancer  be  already  threatened,  the  propriety  of  amputa- 
tion in  preference  to  excision  must  be  carefully  entertained,  for  the 
form  of  cancer  would  appear  to  be  one  which  is  promptly  infective 
to  the  glands  and  other  parts.  December  6th,  1887. 


2.  Experimental  observations  on  the  pathology  of  h/pus,  ivith 
notes  on  three  cases  of  lupus  or  tuberculosis  of  the  skin  of 
the  hand. 

By  Frederic  S.  Eve. 

[With  Plate  XVIII,  figs.  3  and  4] 

The  pathology  of  lupus  has  in  recent  years  attracted  much 
attention,  and  the  advances  made  are  familiar  to  most  of  us. 
The  opinions  of  Continental  authorities  on  the  subject  were  fully 
exposed  in  the  discussion  which  took  place  at  the  International 
Medical  Congress  in  Copenhagen  in  1884,  when  M.  Leloir  commu- 
nicated a  paper  on  the  subject,  in  which  he  contended  that  lupus 
was  a  local  form  of  tuberculosis  of  the  skin.  This  proposition  was 
combated  by  Kaposi  and  others.  More  recently  Schwimmer,  in  a 
paper  read  before  the  German  Congress  of  Surgeons,  has  followed 
the  same  line  of  argument  as  Kaposi.  The  latest  contribution  to 
the  subject,  by  our  greatest  authority,  Mr.  Hutchinson  (Harveian 
Lectures,  1887),  is  little  more  favorable  to  the  tubercular  theory  of 
lupus.  Mr.  Hutchinson  apparently  considers  the  disease  as  a 
non-specific  inflammation  having  locally  infective  characters.  He 
says  in  effect  that  whilst  some  of  the  subjects  of  the  disease  have 
the  strumous  or  tubercular  constitution,  a  large  number  enjoy 
otherwise  sound  health. 

Most  of  the  arguments  adduced  on  either  side  may  be  briefly 
stated  as  follows : 

The  view  that  lupus  is  a  local  tuberculosis  of  the  skin  is  sup- 
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ported  by  these  considerations :  First,  the  identity  of  the  histo- 
logical structure  of  lupus  and  tubercle.  Essentially  lupus  consists 
of  granulation  tissue ;  and,  as  Friedlander  has  demonstrated, 
giant-cells  are  sometimes  present.  Secondly,  the  existence  of  Koch's 
tubercle  bacilli  in  lupus.  Koch  has  stated  that  he  cultivated 
lupus  bacilli  for  sixteen  generations  without  observing  any  differ- 
ence between  them  and  tubei'cle  bacilli.  Thirdly,  positive  results 
of  inoculation  experiments  on  animals.  Guinea-pigs  inoculated 
beneath  the  skin  or  in  the  peritoneum  with  lupus  become  affected 
with  general  tuberculosis.  Fourthly,  it  is  stated  that  transition 
forms  exist  between  the  varieties  of  lupus  and  of  tuberculosis  of  the 
skin.  Fifthly,  tubercular  manifestations  are  sometimes  coincident 
with  lupus,  and  it  has  been  estimated  that  in  ten  cases  of  lupus  one 
becomes  affected  with  phthisis.  Sixthly,  that  the  disease  has  a 
tendency  to  spread,  is  locally  contagious,  and  frequently  recurs 
after  destruction. 

In  answer  to  these  assertions  it  has  been  urged  by  Kaposi, 
Schwimmer,  and  others :  First,  that  giant-cells  are  found  in  simple 
inflammations,  and  are  not  characteristic  of  tubercle.  Secondly, 
that  the  bacilli  are  exceedingly  scanty  in  lupus,  whereas  they  are 
very  abundant  in  tuberculosis  of  the  skin,  and  that  other  well- 
known  pathogenic  bacilli  possess  the  same  staining  reaction,  among 
them  being  the  smegma  bacillus  of  Alvarez  and  Tavel.  But  I 
may  add  that  the  smegma  bacillus  only  possesses  this  reaction 
when  grown  in  its  natural  habitat  and  surrounded  by  fat.  Thirdly, 
that  tuberculosis  affects  primarily  the  mucous  membrane,  and  is 
usually  a  secondary  manifestation  in  the  skin,  the  reverse  holding 
good  in  the  case  of  lupus.  Fourthly,  In  pus  in  man  is  rarely  followed 
by  general  tuberculosis  or  affection  (.^  the  internal  organs.  Fifthly, 
the  different  effect  of  treatment  of  the  two  diseases,  lupus  being 
often  cured  by  scraping  and  caustics,  whereas  tuberculosis  is  not 
favorably  influenced. 

Schwimmer  also  remarks  that  while  general  tuberculosis  has 
been  developed  by  the  inoculation  of  lupus  in  guinea-pigs,  a  local 
disease  resembling  lupus  has  never  been  produced.  It  has  been 
stated  by  Leloir  and  others  that  rabbits  are  not  affected  by  lupus, 
while  they  take  tuberculosis  readily,  and  I  have  shown  that 
visceral  tuberculosis  may  be  communicated  to  rabbits  by  inocula- 
tion of  the  local  form  of  tuberculosis  known  as  strumous  glaud 
disease. 
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Although,  as  may  be  seen,  much  has  been  done  to  elucidate  the 
pathology  of  this  malady,  some  links  in  the  chain  still  remain 
incomplete.  I  have  brought  forward  the  subject  this  evening 
with  the  view  of  showing  that  true  lupus,  as  a  local  disease,  may 
be  produced  artificially  in  animals. 

On  May  7th,  1886,  I  obtained  the  following  positive  results : — A 
large  rabbit  was  inoculated  beneath  the  skin  of  the  ear  with  tissue 
from  an  undoubted  case  of  lupus  vulgaris  of  the  nose,  in  which 
there  was  a  good  deal  of  papillary  overgrowth.  On  May  20th  the 
seat  of  inoculation  was  marked  by  a  scab,  beneath  which  was  some 
caseous  pus.  Subsequently  a  large  ulcer  covered  by  a  thick  scab 
formed,  and  soon  after  an  ulcer  possessing  precisely  similar 
characters  broke  out  at  the  root  of  the  ear  at  the  distance  of  one 
inch  from  the  spot  first  inoculated.  The  ear  was  much  swollen, 
cedematous,  hot,  and  all  the  hair  was  lost.  In  time  the  scab  sepa- 
rated, and  healing  took  place,  leaving  thickened  nodules  beneath 
the  skin  on  the  surface  of  the  ear  corresponding  to  the  position  of 
the  ulcers.  The  animal  was  killed  on  December  16th,  1886, 
and  no  trace  of  visceral  tuberculosis  could  be  detected.  The 
lymphatic  glands  of  the  neck  on  the  same  side  as  the  ear  inoculated 
were  healthy.  (The  ear  was  exhibited.)  I  did  not  obtain  the 
next  positive  result  with  primary  inoculation  of  lupus  tissue  until 
some  time  afterwards,  and  therefore  remained  doubtful  whether 
that  obtained  in  the  first  case  was  not  accidental.  On  November 
28th,  1887,  I  inoculated  a  large  strong  rabbit  in  the  same  manner 
in  the  ear.  On  December  3rd  the  ear  wTas  much  swollen  and 
cedematous.  On  the  8th  the  following  note  was  made : — "  The 
ear  is  still  mnch  swollen.  At  the  seat  of  inoculation  is  a  dry 
patch,  over  which  the  skin  is  superficially  destroyed.  Above  this, 
but  not  continuous  with  it,  is  a  round  dryish  ulcer,  and  on  one  side 
of  this,  again,  is  a  blister  of  considerable  size.  The  left  ear  was 
inoculated  from  one  of  the  ulcers  on  the  right." 

13th. — The  larger  ulcer  at  the  seat  of  inoculation  has  extended 
downwards,  and  is  of  a  dry  character.  The  smaller  ulcer  above 
is  covered  with  a  dry  scab.  A  superficial  ulcerating  process, 
without  distinct  necrosis,  has  also  appeared  on  the  posterior 
margin  of  the  ear,  which  has  led  to  slight  destruction.  I  removed 
the  scabs,  and  Mr.  Lewin  made  the  accompanying  drawing  (Plate 
XV11I,  fig.  4),  which  faithfully  represents  the  condition  then 
observed.     Near  the  base  of  the  ear  is  a  long  oval  ulcer  with  a 
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dryish,  dusky-red  surface,  and  somewhat  undermined  margins,  to 
which  a  few  scabs  are  adherent.  This  was  the  site  of  the  inoculation. 
Some  distance  above  and  entirely  disconnected  with  it,  is  a  smaller 
ulcer  having  the  same  characters.  It  may  be  seen  that  the  posterior 
margin  of  the  ear  is  superficially  eroded.  On  the  left  ear  is  a 
rounded  nodule  filled  with  caseous  pus  produced  by  inoculation 
with  a  scraping  from  the  ulcer  on  the  right  ear.  On  the  30th 
the  ulcerations  on  the  right  ear  were  cicatrised,  leaving  very 
considerable  thickening  (the  ear  was  exhibited).  On  January  5th, 
1888,  no  ulcer  had  formed  at  the  site  of  inoculation  on  the  left  ear, 
but  a  superficial  ulceration  precisely  like  that  observed  on  the  right 
had  commenced  on  its  posterior  margin.  Between  it  and  the  caseous 
abscess  were  white  nodules  and  white  ramifying  thickenings  or 
cords  apparently  marking  an  extension  of  disease  along  the 
lymphatics  of  the  ear.  They  reminded  one  of  the  tuberculous 
lymphangitis  observed  by  Leloir  in  connection  with  a  case  of  lupus 
of  the  left  hand  (see  '  Annal.  de  Dermat.  et  Syph.,'  1886,  vol.  vii). 

It  can  hardly  be  denied  that  the  disease  produced  in  the  ears  of 
these  two  rabbits  Avas  true  lupus.  The  inoculation  was  followed 
by  spreading  ulceration  covered  by  a  dry  scab.  The  disease  was 
not  only  locally  contagious  but  the  contagion  was  transmitted  to 
more  or  less  distant  parts,  for  in  each  case  ulcers  formed  apart 
from  the  site  of  primary  inoculation.  A  considerable  destruction 
of  skin  took  place  and  a  depressed  scar  resulted.  In  the  second 
case  nodules  and  cords  were  observed  in  the  neighbourhood  of 
the  ulcer,  which  might  perhaps  be  considered  analogous  to  the 
gelatinous  deposits  around  lupus  of  the  face  in  the  human 
subject.  On  December  7th,  1887,  a  young  rabbit  was  similarly 
inoculated.  On  the  13th  the  skiu  at  the  site  of  inoculation 
appeared  to  be  dried  up,  and  there  was  a  corresponding  swelling  on 
the  inner  side  of  the  ear.  Subsequently  a  dry  ulcer  formed  which 
began  to  heal  on  the  30th,  and  cicatrisation  was  completed  on 
January  10th,  1888. 

I  also  inoculated  two  rabbits  with  the  organs  of  a  guinea-pig  to 
which  tuberculosis  had  been  communicated  by  placing  pieces  of 
lupus  in  the  abdominal  cavity.  There  were  miliary  nodules  in  the 
liver.  The  spleen  was  much  enlarged  and  filled  with  nodules  of 
caseous  matter,  and  both  testicles  were  affected  with  well-marked 
tuberculosis.  One  rabbit,  inoculated  in  the  ear,  developed  a  perfectly 
dry,  superficial  ulcer,  which  extended  with  an  undermined  margin. 
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No   suppuration  or  scabbing  took  place,  and  the  rest  of  the  ear 
remained  unaffected. 

The  other  rabit  was  inoculated  in  the  anterior  chamber  of  the 
eye  and  in  the  ear.  A  caseous  nodule  formed  on  the  ear,  but  no 
ulceration  occurred.  The  mass  in  the  eye  did  not  grow,  and 
produced  no  inflammation.  This  animal  was  killed  after  the  lapse 
of  six  months,  and  was  found  to  be  perfectly  free  from  visceral 
tuberculosis  ;  the  other  is  still  living.  It  would  therefore  appear  as 
if  the  virulence  of  the  disease  was  not  increased  by  passing  it 
through  the  guinea-pig,  as  is  the  case  with  most  local  tuberculoses, 
and  the  results  obtained  resembled  rather  those  sometimes  follow- 
ing inoculation  of  strumous  glands  beneath  the  skin  of  the  ear  of 
rabbits  rather  than  those  of  my  previous  experiments  with  lupus. 
Briefly  to  sum  up  the  results  of  these  experiments  it  may  fairly  be 
contended  that  lupus,  as  such,  has  been  produced  in  rabbits,  and  the 
missing  link  in  the  chain  of  evidence  referred  to  by  Schwimmer 
has  been  supplied.  This  appears  of  much  greater  importance  as 
evidence  of  the  close  relation  of  tubercle  and  lupus  than  is  manifest 
at  first  sight. 

In  the  human  subject  lupus  is  modified  by  the  age  and  constitution 
of  the  patient,  and  also  according  to  the  vital  energy  and  activity 
of  the  circulation  in  the  part  affected.  But  the  different  degrees 
of  susceptibility  of  various  animals  to  the  tubercular  virus  enable 
us  to  obtain  still  wider  diversities  than  are  usually  observed  in 
man.  Thus,  in  guinea-pigs,  which  possess  in  the  highest  degree  a 
tuberculous  constitution,  we  have  general  tuberculosis  almost 
invariably  produced  by  inoculation  with  lupus.  (In  one  of  my 
experiments  there  was  also  a  dry  ulceration  in  the  groin  which 
was  the  seat  of  inoculation.  I  readily  demonstrated,  by  means  of 
Neelsen's  method,  tubercle  bacilli  in  small  numbers  in  the  tuber- 
culous lesions  of  the  viscera  of  this  guinea-pig.)  In  rabbits, 
which  possess  in  a  lesser  degree  the  tuberculous  constitution,  we 
have  a  destructive  and  locally  contagious  ulceration  without  con- 
stitutional affection.  These  facts,  together  with  the  knowledge 
that  a  certain,  although  peimaps  small,  proportion  of  lupus 
patients  do  become  affected  with  phthisis  and  local  tuberculosis, 
render  it  difficult  to  escape  from  the  conclusion  that  lupus  is  a 
modified  tuberculosis.  The  circumstance  that  by  the  direct 
inoculation  of  lupus  in  the  ear  of  rabbits  in  some  cases  an 
extensively  destructive  ulceration  was   produced,  whereas  by  the 
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inoculation  of  lupus  passed  once  through  the  guinea-pig  only  a 
slight  superficial  ulceration  or  cold  abscess  resulted,  calls  for  some 
comment.  It  suggests  to  me  that  the  ulcerative  character  of  some 
forms  of  lupus  may  depend  on  a  mixed  infection  with  perhaps 
tubercle  bacilli  and  some  form  of  micrococcus  favouring  suppura- 
tion and  ulceration. 

It  has  been  stated  that  micrococci  are  not  found  in  lupus.  I  was, 
however,  able  to  stain  large  masses  of  micrococci  in  the  specimen 
of  lupus  with  which  the  experiment  first  mentioned  was  performed. 
I  regret  that  my  present  opportunities  rendered  it  impossible 
for  me  to  follow  out  the  experiments  bacteriologically.  Since, 
however,  Koch  has  demonstrated  and  cultivated  bacilli,  identical 
with  those  of  tubercle,  in  lupus  there  is  little  encouragement  for 
other  observers  to  prosecute  inquiry  in  that  direction. 

I  now  turn  to  some  clinical  aspects  of  the  subject  pointing  to  a 
close  relationship  between  lupus  and  tuberculosis  of  the  skin. 
Doutrelepont  has  recently  placed  on  record  two  cases  ('Arch.  f. 
Dermat.,'  Heft  i,  1888,  p.  98)  in  one  of  which  lupus  and  tuberculosis 
of  the  skin  existed  in  the  same  individual  ;  in  the  other,  lupus. 
scrofuloderma,  and  tuberculosis.  Within  the  last  month  I  was 
much  impressed  by  two  patients,  both  boys,  who  came  under  my 
care.  In  one  angular  curvature  of  the  spine,  lupus  vulgaris  of  the 
face  and  phlyctenular  ophthalmia  coexisted  ;  the  other  also  had 
angular  curvature  and  a  lupus  or  tuberculous  nodule  on  the  back 
of  his  left  hand.  I  excised  the  nodule.  This  and  the  two  sub- 
joined examples  of  tuberculous  lesions  of  the  hand  seem  in  many 
respects  to  stand  midway  between  lupus  and  tuberculosis,  and  may 
meiit  a  brief  description. 

Case  1.  Angular  curvature  and  lupus  ?  on  dorsum  of  hand. — 
The  nodule  formed  a  distinct,  raised,  firm,  plaque,  the  size  of  a 
half-crown  piece.  Its  edges  shelved  abruptly.  Its  surface  was 
dark  red,  slightly  rough,  with  evident  thickening  of  epithelium, 
but  not  ulcerated.  It  had  remained  unchanged  for  some  three  or 
four  months.  The  microscope  showed  merely  dense  infiltration 
of  the  papillary  layer  and  derma  with  leucocytes  (granulation 
tissue)  which  extended  down  only  as  low  as  the  sudoriparous 
glands.  The  cuticle  was  thickened,  and  the  interpapillary  processes 
of  epithelium  were  prolonged  downwards.  There  were  no  giant- 
cells,  no  reticulum,  no  caseous  degeneration.  Several  sections 
were  examined  for  bacilli  but  none  were  found. 
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Case  2.  Lupus?  of  palm  of  hand—This  interesting  specimen 
was  brought  by  Mr.  Bryant  to  the  College  of  Surgeons.     It  com- 
prised  a   nodule   which   he   had   removed   from   the   hypothenar 
eminence  of  the  palm  of  the  right  hand  of  a  man  aged  26      Four 
years  previously  a  tumour   appeared   at    this    situation,  and  was 
excised  eighteen  months  before  the  present  operation.     This  growth 
was  examined  elsewhere,  and  stated  to  be  a  fibroma,  and  recurrent 
growth   formed,  and  was  believed,  from   its   appearance  and  the 
general  circumstances  of  the  case,  to  be  a  melanotic  sarcoma      The 
skm  covering  it  was  of  a  faint  black  tint,  raised,  and  on  section  a 
firm  material  was  found  to  occupy  the  derma  and  subcutaneous 
tissue      Microscopic  sections  exhibited  a  nearly  uniform  mass  of 
reticulated  tissue  covered  by  a  layer  of  slightly  thickened  epithelium 
I11  parts  the  remains  of   giant-cells,  which  had  not  become  com- 
pletely  incorporated   with   the   reticulum,   and   areas    where   the 
reticulum   was   composed   of    the   broad   homogeneous   bands   so 
characteristic  of  tubercle,  were  observed.     But  for  the  most  part  it 
was   indistinctly  fibrillar,  forming  close   meshes,  enclosing  small 
nuclei  (reticular  tubercle). 

Case  3.  Papillary  tuberculous  formation  on  dorsum  of  hand  — 
lnis  specimen  was  presented  to  the  College  Museum  in  1875  by  the 
late  Mr.  Cay.     At  that  time  it  was  examined  by  one  of  my  pre- 
decessors, and  on    account  of   the  overgrowth  of   epithelium    the 
disease  was  thought  to  be  epithelioma.     I  subsequently  described 
it  m  the  catalogue  (No.  4078)  as  follows  :-«  A  hand,  on  the  back 
of  winch  a  patch  of  skin  near  the  bases  of  the  second  and  third 
hngers_  is   thickened  and  covered  with  scaly  crusts  and  papilla. 
There  is  no  thickening  around  the  patch,  but  the  skin  was  livid  in 
the  recent  state.     The  third  finger  is  represented  by  a  stump,  and 
at  its  extremity  are  several  separate  masses  of  low  papilla,  "     No 
history  is  obtainable;  but  amputation  of  the  ring  finger  was  pro- 
bably performed  for  the  same  disease  as  that  on  the  back  of  the 
hand.     Section  of   the  growth,  recently  made,  showed  under  the 
microscope  many  tubercular  areas,  containing  one  or  several  giant- 
cells  (see  Plate  XVIII,  fig.  3).     These  occupied  the  papillary  layer 
and  conum.    The  cuticle  was  much  thickened,  forming  several  layers 
of  cornified  epithelium.     The  interpapillary  processes  of  epithelium 
were  extensively  prolonged  downwards.     The  rete  Malpighii  was 
infiltrated  with  groups  of   leucocytes;  and  at  one  point  a  giant- 
cell,  surrounded  by  its  zone  of  leucocytes,  was  completely  enclosed 
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in  epithelium.     Mr.   Shattock  has  described  a  similar  case  in  the 
last  number  of  the  '  Transactions  '  (vol.  xxxviii,  p.  410). 

Remarks.  —  The  first  case  may  probably  be  considered  as  a 
tuberculosis  of  the  skin  secondary  to  tuberculosis  of  the  spine, 
although  its  appearance,  course,  and  microscopic  characters  are 
suggestive  of  lupus.  The  second  case  agrees  in  its  characters  rather 
with  lupus  than  with  tuberculosis  of  the  skin.  The  third  case 
should  perhaps  be  considered  as  tuberculosis,  although  its  naked-eye 
appearances  are  very  like  lupus.  The  same  condition  has  appa- 
rently been  named  by  different  writers  lupus  verrucosus  and 
tuberculosis  verrucosa  cutis.  March  20th,  1888. 


3.  Furrows  on  the  nails  after  sea-sickness. 
By  Samuel  Wilks,  M.D.,  F.E.S. 

[With  Plate  XIX,  fig.  3.] 

Me.  L — ,  aged  50,  a  healthy,  well-grown,  robust  man.  He  sailed 
for  America  on  August  28th,  1887,  and  was  very  sea-sick  for 
three  days.  He  then  quite  recovered,  and  remained  well  until  his 
return  voyage  on  October  18th,  when  he  was  again  ill  for  three 
days.  He  soon  rallied  as  before,  and  has  been  in  good  health  ever 
since.  Some  weeks  after  his  return  home  he  discovered  two 
horizontal  notches  on  his  nails,  and  on  making  inquiries  as  to  the 
rate  of  the  growth  of  the  nail  found  that  these  corresponded  in 
date  to  the  times  of  the  sea-sickness.  All  the  nails  on  both  hands 
were  affected.  The  photograph  which  he  had  taken  on  Feb.  8th 
is  not  very  defined,  but  on  examination  of  the  living  nail,  and  taking 
Mr.  L — 's  own  impression  of  the  facts,  the  lower  mark  corresponding 
to  the  illness  of  October  18th  is  about  the  middle  of  the  nail,  and 
quite  above  the  lunula.  The  next  groove,  which  occurred  on 
August  28th,  is  about  a  quarter  of  the  nail's  length  above,  leaving 
the  remaining  quarter  between  this  and  the  edge.  According  to 
this  calculation,  which  is  Mr.  L — 's  own,  the  nail  would  take  seven 
months  for  its  complete  growth. 

In  my  earlier  observations  on  this  subject  I  said  that  a  groove  in 
the  middle  of  the  nail  generally  indicates  the  occurrence  of  an  ill- 
ness three  months  before;  that  is  allowing  the  growth  of  the  nails 
two  full  lengths  a  year.     Probably  it  is  not  quite  so  rapid  as  this. 

March  20th,  1888. 


X.     SPECIAL  COMMUNICATIONS. 

1.  An  investigation  into  the  so-called  Hendon  cow  disease  in  its 
relation  to  scarlet  fever  in  man} 

By  Edgar  Crookshank,  M.B. 

[With  Plates  XXIV— XXXIII.] 

Before  entering  into  the  details  of  my  investigation  on  this 
subject,  I  will  lay  before  you  a  concise  account2  of  a  vesicular 
disease  of  the  teats  of  cows  which  was  discovered  at  a  dairy  farm  in 
Hendon,  and  investigated  jointly  by  Mr.  Power,  Dr.  Cameron,  and 
Dr.  Klein. 

The  so-called  Hendon   Cow  Disease  and  its  alleged  con- 
nection  WITH   AN   OUTBREAK    OF   SCARLATINA   IN    LONDON. 

On  December  18th,  1885,  Mr.  Wynter  Blyth  reported  to  the 
Local  Government  Board  a  sudden  and  extensive  outbreak  of 
scarlatina,  which  was  associated  with  the  distribution  of  milk  by  a 
particular  retailer  in  South  Marjlebone.  The  retailer  procured 
his  milk  from  two  farms,  and  there  can  be  little  doubt  that  the 
milk  responsible  for  the  outbreak  was  derived  from  a  certain  dairy 
farm  in  Hendon.  Mr.  Blyth  and  the  Medical  Officer  of  Health  for 
Hendon,  Dr.  Cameron,  were  unable  to  obtain  any  clue  as  to  the 

1  Reprinted  by  permission  from  Reports  to  the  Agricultural  Department  of 
the  Privy  Council. 

2  The  account  was  published  in  Reports  xv  and  xvi  of  the  Local  Govern- 
ment Board,  in  the  '  Transactions  of  the  Epidemiological  Society/  New  Series, 
vol.  v,  '  Proceedings  of  the  Royal  Society/  vol.  xlii,  and  in  'Nature/  No.  919, 
vol.  xxxvi. 
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source  of  infection,  and  Mr.  Power  was  deputed  by  the  Local 
Government  Board  to  make  an  inquiry  into  the  matter. 

Mr.  Power,  having  come  to  the  conclusion  that  the  milk  had  not 
become  infected  from  any  human  source  in  any  commonly  accepted 
way,  such  as  through  unwholesome  conditions  of  water  or  of  drain- 
age, or  through  careless  handling  of  milk  or  milk  utensils  by  persons 
carrying  scarlatina  infection,  proceeded  to  investigate  the  condition 
of  the  cows. 

A  cai'eful  examination  was  made  with  a  view  to  detecting  any 
disease  among  the  cows,  and  it  was  discovered  that  there  were  several 
on  the  farm  which  were  suffering  from  a  disease  characterised  by 
the  appearance  of  vesicles  and  crusts  on  the  teats  and  on  the  udder 
between  or  near  the  teats. 

At  this  stage  Dr.  Klein  became  associated  with  Mr.  Power  in  the 
inquiry,  and  we  are  told  that  their  belief  in  the  existence  of  a  con- 
stitutional disease  among  the  cows  on  the  farm  capable  of  producing 
scarlatina  among  human  consumers  of  the  cow's  milk  became 
unreserved. 

Dr.  Klein  took  away  with  him  samples  of  milk,  contents  of 
vesicles,  aud  discharges  from  ulcers,  and  afterwards  two  cows  were 
purchased  and  conveyed  to  the  Brown  Institution.  At  this  stage 
of  the  inqiiiry  a  cowman  pointed  out  to  Dr.  Klein  that  he  had 
seen  the  disease  on  a  certain  cow,  which  was  one  of  a  batch  that 
had  been  imported  on  November  15th  from  Derbyshire. 

Dr.  Cameron  has  given  a  detailed  description  of  the  clinical 
history  of  this  disease.  He  expressed  his  belief  that  it  was  a 
specific  disease  capable  of  being  communicated  to  healthy  cows  by 
direct  inoculation  of  the  teats  with  virus  conveyed  by  the  milker  from 
a  diseased  animal. 

The  condition  of  the  teats  is  described  as  follows :  The  teats 
became  enlarged,  swollen  to  nearly  twice  their  natural  size,  and 
cedematous.  On  fingering  them  there  was  no  feeling  of  induration. 
Vesicles  appeared  on  the  swollen  teats  and  upon  the  udder  between 
or  near  the  teats.  These  varied  in  number  from  two  to  four  on  a 
teat  and  in  size  from  a  pea  to  a  horse  bean.  The  vesicle  contained 
a  clear  fluid.  The  vesicle,  Dr.  Cameron  adds,  was  not  preceded  by 
a  hardened  papule,  but  was  in  the  first  instance  a  vesicle  or  bulla. 
The  vesicles  were  rubbed  and  broken  in  milking  and  left  raw  sores, 
sometimes  red,  in  other  cases  pale  in  colour,  with  raised,  ulcerated 
edges.     Sometimes   a   few   accessory  vesicles  formed  around  the 
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margin  of  these  ulcerated  sores.  After  the  rupture  of  the  vesicle 
a  browu  scab  formed,  which  might  remain  attached  for  five  or  six 
weeks,  or  fall  off  in  ten  days  or  a  fortnight,  a  smaller  one  forming 
afterwards.  A  thin,  watery  fluid  exuded  from  under  the  scab  and 
the  sore  ultimately  healed. 

Dr.  Cameron  examined  the  teats  of  several  cows  five  or  six  weeks 
after  they  were  attacked.  The  scabs  then  varied  in  size  from  a 
shilling  to  a  florin  ;  they  were  about  one  eighth  of  an  inch  thick  in 
the  centre,  thinning  off  towards  the  edges. 

Some  of  the  cows  were  also  suffering  from  an  eruption  on  the 
rump  and  hind  quarter,  consisting  of  patches  of  eczematous-looking 
crusts.  When  a  crust  was  picked  off  the  hair  came  off  with  it, 
exposing  a  raw,  moist  sore,  the  crusts  and  soi*es  looking  exactly  like 
eczematous  scabs  and  sores.1 

In  addition  to  his  own  observations,  Dr.  Cameron  obtained 
information  from  the  farmers,  and  others  familiar  with  cows,  who 
thought  they  recognised  in  the  disease  at  the  farm  one  stage  of  a 
disease  which  they  were  able  to  describe  as  a  whole.  Dr.  Cameron 
thus  gives  an  account  of  what  he  and  his  informants  together 
would  regard  as  a  connected  clinical  history  of  the  disease. 

Dr.  Cameron  did  not  see  the  earlier  symptoms,  and  these  were 
of  necessity,  therefore,  learnt  from  other  persons.  The  account, 
therefore,  of  these  symptoms  was  to  be  held  liable  to  future  correc- 
tion or  modification. 

In  the  course  of  the  inquiry,  Dr.  Cameroii  adds  that  it  was 
strongly  asserted  by  several  people,  who  examined  the  cows,  that 
they  were  suffering  from  cow-pox.2     The  disease  was  certainly  not 

1  This  concomitant  condition  in  some  of  the  animals  corresponds  in  description 
with  eczema,  the  result  of  ringworm,  and  other  skin  affections  very  common  in 
cows.-[E.  M.  C.] 

2  Dr.  Cameron,  however,  dismissed  the  diagnosis  of  cow-pox  on  the  ground 
that  no  papule  had  been  observed  or  subsequent  formation  of  pustule,  areola,  or 
pitting,  and  because  the  vesicles  were  not  umbilicated.  I  would  take  this 
opportunity  of  stating  that  the  history  of  the  Bordeaux  cow-pox,  which  it  is  my 
intention  to  publish,  illustrates  that  the  reasons  given  for  dismissing  the  dia- 
gnosis of  cow-pox  at  Hendon  were  inadequate ;  a  comparison  having  been  made 
between  the  characters  of  the  eruption  of  vaccinia  as  it  appears  on  an  infant's 
arm,  instead  of  the  eruption  of  the  natural  or  so-called  spontaneous  disease  on 
the  teats  of  the  cow.  And  I  must  add  that  the  other  vesicular  diseases  of  the 
teats  known  to  veterinary  surgeons,  not  only  were  not  eliminated  by  Dr.  Cameron 
in  the  diagnosis  of  the  disease  at  Hendon,  but  did  not  apparently  claim  any 
attention  (see  my  papers  in  '  Brit.  Med.  Jo  urn.,5  July  7th  and  14th,  1888). 
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a  new  one,  as  it  had  been  known  to  some  farmers  and  cow-keepers 
as  a  catching  malady  under  the  designation  of  sore  teats,  blistered 
teats,  and  the  like. 

Dr.  Cameron  states  that  the  disease  was  capable  of  being  commu- 
nicated to  milkers  by  inoculation  ivith  virus  from  the  vesicles  on  the 
teats,  while  adding  that  seemingly  it  was  communicable,  though 
perhaps  in  another  form,  through  the  medium  of  the  milk.  An 
example  of  inoculation  of  the  hands  of  a  milker  is  thus  briefly 
stated.  "  A  trusty  informant  received  the  virus  into  a  recent 
scratch  on  the  forefinger  while  milking  a  diseased  cow.  General 
weakness,  malaise,  and  loss  of  appetite  resulted,  and  after  about 
four  or  five  days  a  vesicle  or  small  blister  appeared  on  the  finger. 
This  broke,  and  several  others  formed  on  the  back  of  the  hand. 
The  whole  hand  and  fingers  became  swollen  and  inflamed,  the 
inflammation  extending  in  broad  lines  as  far  as  the  elbow.  The 
general  disturbance  lasted  a  fortnight." 

I  will  now  follow  with  the  account  given  by  Dr.  Klein.  He 
states  that  on  the  teats  and  udders  of  two  cows  which  he  inves- 
tigated there  were  several  flat  irregular  ulcers,  varying  in  diameter 
from  one  quarter  to  three  quarters  of  an  inch.  Some  ulcers  were 
more  or  less  circular,  others  extended  in  a  longitudinal  direction 
on  the  teat.  The  ulcers  were  covered  with  a  brownish  or  reddish- 
brown  scab.  The  animals  looked  thin  but  not  strikingly  so.  In 
feeding  capacity,  milking  power,  and  body  temperature  there  was 
nothing  abnormal. 

To  study  the  transmissibility  of  the  disease  Dr.  Klein  inoculated 
four  calves  in  the  coriuni  of  the  groin  and  the  inside  of  the  ear 
with  scrapings  from  the  ulcers  after  removal  of  the  crusts.  In 
calf  No.  3,  which  may  be  taken  as  an  example  of  the  result  obtained, 
there  was  vesiculation  at  the  margin  of  the  spot  iuoculated,  and  in 
the  centre  the  commencement  of  the  formation  of  a  crust.  On  the 
seventh  day  each  sore  on  the  ear  had  enlarged  to  about  half  an 
inch  in  breadth,  and  was  covered  in  its  whole  extent  by  a  brownish 
crust.  On  the  eighteenth  day  they  had  all  healed  up  and  become 
converted  into  flat  scars. 

To  search  for  micro-organisms,  Dr.  Klein  removed  the  crust 
from  an  ulcer  on  the  teat,  scraped  off  the  most  superficial  layer, 
squeezed  the  ulcer,  and  made  cover-glass  preparations  with  the 
exuded  lymph.  Tubes  of  nutrient  gelatine  and  nutrient  agar-agar 
were  also  inoculated.     Dr.  Klein  succeeded  in  isolating  a  micro- 
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coccus  which,  after  three  to  six  days'  cultivation  at  20°  C,  formed 
at  the  line  of  inoculation  small  points  or  granules,  whitish  in  colour, 
and  tolerably  closely  placed.  In  the  depth  of  gelatine  the  channel 
of  inoculation  was  visible  as  a  whitish  streak  made  up  of  smaller 
and  larger  droplets.  The  gelatine  was  not  liquefied.  Cultivated 
in  milk  and  incubated  for  two  days  at  35°  C.  the  milk  was  turned 
solid.  Microscopic  examination  of  a  culture  showed  that  there 
were  micrococci,  diplococci,  and  shorter  and  longer  chains.  In 
both  media,  after  two  or  more  weeks'  incubation,  very  long  chains 
were  found.  The  chains  showed  branchings,  and  here  and  there 
iu  a  chain  the  presence  of  a  larger  element  amongst  the  smaller  ones. 

Dr.  Klein  inoculated  two  calves  in  the  groin  with  the  cultivated 
micro-organism.  One  calf  died  in  twenty-seven  days.  No  ulcers 
resulted,  as  after  inoculation  with  the  scraping  of  the  sores,  but  at 
the  necropsy  there  were  found  peritonitis,  hsemorrhagic  spots  on 
the  omentum,  congested  liver  and  kidneys  and  lungs,  peteckise 
under  the  pleura  and  pericarditis.  In  the  second  calf,  on  the 
nostrils  and  lips  and  on  the  hard  palate  and  gums  numerous 
irregularly  outlined  patches  were  noticed.  They  were  discoloured, 
brownish,  with  a  very  slightly  raised  margin  and  a  paler  centre. 
This  animal  was  killed,  and  at  the  necropsy  there  were  congested 
lungs,  kidneys,  and  hemorrhagic  patches  on  the  spleen. 

In  these  cases  the  post-mortem  appearances  and  anatomical 
features  recalled  to  Dr.  Klein  the  lesions  of  scarlatina.  In  the 
kidney,  for  example,  there  were  congestion  of  the  cortex,  haemor- 
rhages and  glomerulo-nephritis,  and  granular  or  opaque  swelling 
of  the  epithelial  cells  and  infiltration  with  round-cells.  From  the 
blood  of  the  heart  the  micrococcus,  which  had  been  used  in  the 
inoculation,  was  recovered.  In  view  of  this  evidence  Dr.  Klein 
concluded  that  the  streptococcus  was  identical  with  the  virus  of 
the  cow  disease,  and  that  it  produced  a  disease  very  closely  resem- 
bling that  of  scarlatina  in  man. 

Two  of  the  cows  selected  from  the  Hendon  farm  were  killed, 
and  the  following  post-mortem  appearances  discovered : 

Cow  No.  4. — On  opening  the  chest  it  was  found  that  both 
lungs  exhibited  on  the  upper  posterior  lobes  numerous  petechise 
under  the  pulmonary  pleura,  the  peripheral  lobules  of  these  parts 
being  much  congested.  There  were  numerous  adhesions  by  recent 
soft  lymph  between  the  lower  lobes  of  the  lung  and  the  costal 
pleura,  particularly  laterally.      In   the   liver   there   were  several 
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reddish  streaks  and  patches  reaching  from  the  surface  of  the  organ 
to  a  depth  of  about  a  quarter  of  an  inch.  In  these  patches  the 
liver  tissue  was  much  softened.  The  spleen  and  kidneys,  with  the 
exception  of  slight  congestion,  appeared  normal.  In  the  placenta 
there  were  numerous  petechia. 

Lung. — Sections  made  through  the  portions  above  mentioned  as 
containing  the  congested  lobules  showed  not  only  great  congestion 
of  the  blood-vessels,  large  aud  small,  but  a  large  amount  of  haemor- 
rhage ;  blood  in  substance  was  present  in  the  air  vesicles  and 
infundibula,  in  the  lymph  spaces  of  the  interlobular  septa,  and  in 
the  tissue  and  lymphatics  of  the  pleura. 

Liver. — Under  the  capsule,  as  well  as  in  the  substance  of  the 
liver,  there  occurred,  in  connection  with  the  interlobular  branches 
of  the  portal  vein,  larger  and  smaller  foci  of  inflammation  con- 
sisting of  numerous  round-cells.  Some  of  these  foci  were  several 
millimetres  in  diameter,  others  were  very  small.  From  the  inter- 
lobular tissue  the  inflammation  extended  into  the  lobules  between 
the  liver-cells.  The  liver-cells  of  these  lobules  involved  in  the 
inflammatory  process  were  swollen  up,  and  many  of  them  under- 
going disintegration.  In  some  of  these  foci,  particularly  those 
situated  in  the  vicinity  of  the  capsule,  the  round- cells  were  so 
much  crowded  as  to  give  these  foci  an  appearance  almost  like 
miliary  abscesses.  The  blood-vessels  were  much  distended  and 
filled  with  blood. 

Kidney. — Sections  showed  well-marked  glomerulo-nephritis  ;  in- 
filtration of  the  sheath  of  the  cortical  arterioles,  with  numerous 
round-cells.  The  epithelium  of  the  convoluted  tubules  was  swollen, 
opaque,  and  in  many  places  disintegrating. 

Cow  No.  3.— In  the  lungs  there  were  numerous  lobules,  espe- 
cially in  the  peripheral  parts,  which  showed  great  congestion  ;  there 
were,  in  addition,  pleural  adhesions,  the  cortex  of  the  kidney  was 
congested,  but  its  medulla  was  pale. 

The  lungs  and  kidneys  showed,  on  microscopic  examination,  the 
same  appearances  as  in  Cow  No.  4 ;  in  addition,  there  was  a  good 
deal  of  round-celled  infiltration  in  the  walls  of  the  infundibula  and 
bronchi  in  the  lung,  and  round  the  arterioles  in  the  kidney. 

In  sections  of  the  ulcers  on  the  teats  the  corium  was  found  to  be 
infiltrated  throughout  the  whole  extent  of  the  ulcer  with  round-cells. 
In  the  superficial  layers  of  the  stratum  Malpighi,  close  to  the 
stratum  lucidum,  as  also  in  the  stratum  lucidum  itself,  there  were 
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numerous  cavities  of  different  sizes.  These  cavities  lay  side  by  side, 
the  most  superficial  ones  being  covered  by  the  stratum  lucidum,  or 
extending  between  the  layers  of  this  stratum. 

At  the  marginal  parts  the  cavities,  although  placed  side  by  side, 
were  well  separated  from  one  another  by  thicker  or  thinner 
trabecule,  composed  of  epithelium,  while  at  or  near  the  centre  of  the 
ulcer  these  trabecule  were  destroyed,  and  the  cavities  had  become 
confluent,  and  the  covering  layers  of  the  cuticle  having  here  also 
given  way,  their  contents  extended  on  to  the  free  surface  of  the  ulcer. 
Iu  short,  Dr.  Klein  states  that  all  the  anatomical  details  of  the 
distribution  and  arrangement  of  these  cavities  recalled  vividly  the 
conditions  observed  in  the  vesicles  of  cow-pox. 

In  the  discharge  from  the  ulcers  micrococci,  diplococci,  and  short 
chains  were  met  with.  In  sections  of  the  ulcer,  stained  to  show  the 
micro-organisms,  diplococci  and  chains  were  found  in  the  contents 
of  the  superficial  cavities,  and  in  the  depth  of  the  epithelium,  and 
in  the  crust,  and  in  the  necrotic  parts  of  the  ulcer  numerous  clumps 
or  zooglcea  of  micrococci. 

As  a  result  of  this  investigation,  Dr.  Klein  concluded  that  the 
cow  disease  at  Hendon  was  scarlet  fever  in  the  cow,  a  disease  as  yet 
uuknown  to  the  veterinary  profession.  That  thus  the  danger  of 
scarlatinal  affection  from  the  disease  in  the  cow  was  real,  and  that 
towards  the  study  and  supervision  of  this  cow  disease  all  effort 
ought  to  be  directed  in  order  to  check  the  spread  of  scarlet  fever  in 
man.  Further,  the  fact  of  the  disease  being  unknown  and 
unrecognised  by  veterinary  surgeons  should  stimulate  them  to  try 
and  recognise  it. 

Outbreaks  of  a  disease  of  the  teats  of  cows  alleged  to  be  identical 
with  the  cow  disease  at  Hendon  were  reported  to  Professor  Brown. 
I  had  an  opportunity  of  inspecting  a  few  cases  from  these  out- 
breaks. They  presented  brown  or  reddish  crusts  on  the  teat, 
which,  when  picked  off,  exposed  a  granulating  thickened  base,  with 
exudation  of  a  lymph-like  discharge  and  slight  haemorrhage.1 
Traces  of  an  eruption  of  the  skin  were  noticed  in   one,  patches 

1  The  appearances  of  this  stage  of  the  eruption  in  these  cases  corresponded 
with  the  description  of  the  naked-eye  appearances  of  the  Hendon  cow  disease.  I 
have  had  an  opportunity  of  studying  a  pustular  disease  of  the  udder  and  teats, 
and  the  so-called  Edinburgh  cow  disease,  and  other  eruptions  of  the  udder  and 
teats,  which  were  quite  distinct  from  the  cases  which  corresponded  with  the 
Heudon  cow  disease. 


37S  SPECIAL    COMMUNICATIONS. 

devoid  of  hair,1  and  running'  from  the  eyes  in  others.  These 
symptoms  could  only  be  regarded  as  coincident  conditions.  One 
of  the  cows  was  suckling  a  calf,  and  this  calf  had  previously  been 
suckled  by  another  cow  also  affected  with  the  same  eruption  of  the 
udders  and  teats.  The  calf  had  developed  flat,  angry-looking  idcers 
on  the  nose  and  hard  palate,  and  an  eruption  in  the  hairy  part  of 
the  nose  near  the  muco-cutaneous  line  of  union. 

I  was  anxious  to  enter  fully  into  the  history  of  these  cases,  to 
question  the  milkers,  to  ascertain  if  the  disease  was  communicated 
to  their  hands,  and  to  obtain  all  the  information  possible  that 
would  throw  light  on  the  pathology  of  the  disease.  But  permission 
for  me  to  visit  the  farm  could  not  be  obtained.  Fortunately, 
another  outbreak  of  an  eruptive  disease  of  the  teats  was  reported, 
which  was  also  alleged  to  be  identical  with  the  so-called  Hendon 
cow  disease.  This  outbreak  was  raging  in  some  farms  in  Wiltshire. 
In  this  case  every  facility  was  given  by  the  owner  of  the  estate  for 
a  thorough  investigation  into  the  disease.  Not  only  were  animals 
sent  from  the  farm  to  the  Royal  Veterinary  College,  but  I  was 
allowed  to  visit  the  farms  to  inspect  all  the  affected  animals,  and  to 
make  every  investigation,  with  the  hearty  co-operation  of  the  bailiff 
of  the  farms,  and  the  voluntary  assistance  of  the  head  cowmen  and 
those  under  them.  Some  of  these  cowmen  were  not  only  unusually 
intelligent,  but  also  had  had  an  experience  of  cows  for  more  than 
half  a  century.  Thus,  I  had  not  only  every  opportunity  for  study- 
ing the  disease  on  the  lines  indicated  by  Dr.  Klein,  but  I  was  also 
able  by  repeated  visits  to  the  farms  to  enter  into  the  clinical 
history  of  the  disease  in  the  cow,  to  study  very  fully  the  nature  of 
the  disease  on  the  hands  of  the  milkers,  and  to  trace  the  probable 
mode  of  introduction  of  the  disease  on  the  estate,  and  the  way  in 
which  it  spread  from  one  part  of  the  herd  to  another. 

Account  of  an  Investigation  into  the  Micko-pathology 
of  a  Disease  of  Cows  in  Wiltshire,  and  its  connection,  if 
any,  with  Scarlet  Fever  in  Man. 

I  will  now  proceed  to  give  the  details,  step  by  step,  of  my  investiga- 
tion into  the  eruptive  disease  of  the  teats  of  cows  in  Wiltshire. 
My  first  observations  were  made  upon  a  cow  which  had  been 

1  "When  cows  are  too  much  confined  or  kept  ou  improper  diet,  the  hair  fre- 
quently falls  off,  leaving  bald  patches  "  (Willan). 
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purchased  and  removed  to  the  Royal  Veterinary  College.  This  cow 
I  shall  speak  of  as  No.  1.  She  was  fairly  well  nourished,  ate  well, 
and  was  reported  by  the  attendant  to  be  normal  in  her  milk 
supply.  Her  temperature  was  normal  on  admission,  but  sub- 
sequently rose  from  mammitis  occurring  as  a  complication. 
There  was  no  desquamation  or  eruption  on  the  skin,  or  any 
patches  destitute  of  hair.1  But  there  was  a  characteristic  disease 
of  the  teats  and  the  udder  between  the  teats.  On  the  right  teats 
there  were  numerous  sores,  covered  with  crusts  varying  in  size 
from  a  pea  to  a  penny.  The  crusts  varied  in  thickness,  and  were 
generally  fissured.  In  some  they  were  flat,  in  others  conical,  some 
were  with  difficulty  removed  with  forceps,  others  were  readily 
detached.  The  crusts  varied  in  colour  from  reddish  brown  to  a 
very  dark  brown  or  almost  black.  On  detaching  or  scraping  a 
crust  there  was  a  granulating  and  somewhat  indurated  base.  On 
the  right  anterior  teat  there  were  several  ulcers,  from  which 
apparently  the  thick  crusts  had  been  detached,  and  new  scabs  were 
forming.  On  the  left  posterior  teat  there  were  unusually  large, 
dark  brown  or  blackish  crusts,  covering  a  very  extensive  area  of 
ulceration,  extending  over  the  whole  of  the  lower  third  of  the  teat. 

In  another  cow,  also  conveyed  to  the  Royal  Veterinary  College 
from  Wiltshire  (which  I  shall  speak  of  as  No.  2),  there  was  the 
same  disease  on  the  teats.  But  the  condition  of  the  teats  was  not 
nearly  so  severe.  The  sores  on  the  teats  were  covered  with  thick 
crusts,  but  though  varying  in  size  they  were  more  regular  in  for-m, 
and  more  circumscribed.2 

Having  entirely  removed  the  crusts  from  some  of  the  ulcers  of 
cow  No.  1,  I  squeezed  the  base,  and  from  the  discharge  I  made  a 
number  of  inoculations  in  nutrient  gelatine  and  nutrient  agar-agar. 
I  also  collected  the  discharge  in  capillary  tubes  and  sealed  them 
immediately,  and  also  made  a  number  of  cover-glass  preparations. 
These  were  stained  in  the  ordinary  way  with  fuchsine  or  mcthyl- 

1  This  was  probably  due  to  tbc  excellent  hygienic  conditions  of  the  Wiltshire 
farms. 

2  At  subsequent  visits  to  the  farms  I  was  able  to  study  a  great  number  of 
cases  at  different  stages  of  the  eruption.  The  history  of  the  vesieulo-pustular 
eruption  (cow-pox)  from  which  this  extensive  ulceration  and  scabbing  was 
derived  as  the  result  of  the  manipulation  of  the  milkers,  will  be  published  in 
full  when  the  investigation  is  completed  (see  '  Brit.  Med.  Journ.,'  July  7th  and 
14th,  1868). 
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violet,  and  showed  here  and  there  micrococci  singly,  in  twos,  or  in 
fours,  or  a  few  cocci  linked  together.  Cover-glass  preparations 
from  a  scraping  of  a  crust  showed  the  presence  of  micrococci  in 
greater  numbers.  The  inoculations  had  been  made  for  the  most 
part  in  tubes  of  nutrient  gelatine  and  nutrient  agar-agar  solidified 
obliquely.  To  separate  the  different  organisms  that  might  be  pre- 
sent in  the  discharge  from  the  ulcers1  I  employed  either  Koch's 
plate-cultivations  or  Esmarck's  method,  or  I  simply  drew  the 
platinum  needle  in  a  line  on  the  surface  of  the  nutrient  medium. 
Agar-agar  tubes  inoculated  in  this  way  were  placed  in  the  incubator 
at  37°  C,  and  gelatine  tubes  were  kept  at  about  18°  C.  In  the 
course  of  two  or  three  days  in  the  tubes  of  nutrient  agar-agar 
placed  in  the  incubator  a  growth  commenced  along  the  track  of  the 
needle,  consisting  mostly  of  china-white,  yellow,  orange,  and  little 
dot-like  colonies.  From  these  various  colonies  cultivations  were 
established  in  nutrient  gelatine.  In  this  way  pure  cultivations 
were  obtained  of  seven  different  micro-organisms.  The  china- 
white,  yellow,  and  orange  growths  were  found  to  correspond  with 
the  micrococci  named  Staphylococcus  cereus  albus,  Staphylococcus 
pyogenes  citreus,  and  Staphylococcus  pyogenes  aureus.  The  dot-like 
colonies  with  darker  centres  were  composed  of  micrococci,  which 
became  the  subject  of  the  closest  study  (Plates  XXIV  and  XXV). 
The  individual  cocci  are  small  spherical  cells,  with  a  special 
tendency  after  fission  for  the  resulting  elements  to  remain  attached 
to  each  other,  forming  chains  or  rosaries.  There  may  be  a  few, 
three  or  four,  elements  linked  together,  or  a  number  of  individuals 
forming  straight  or  serpentine  chains.  The  size  of  the  individual 
elements  is  not  always  equal,  here  and  there  in  a  chain  a  larger 
element  appearing.  In  plate  cultivations  the  appearances  of  the 
colonies  are  not  very  striking.  They  appear  to  the  naked  eye  after 
three  or  four  days  as  extremely  minute,  greyish-white,  translucent 
dots,  which  under  the  microscope  have  a  slightly  yellowish- brown 
colour.  They  are  finely  granular  and  well  defined.  They  do  not 
liquefy  the  gelatine,  and  after  several  weeks  do  not  exceed  the  size 
of  a  pin's  head.  If  the  surface  of  nutrient  gelatine  solidified 
obliquely  is  traced  over  once  or  twice  with  a  platinum  needle  bent 
at  the  extremity  into  a  little  hook  charged  with  the  micrococci,  a 

1  Cultivations  were  also  made  from  pus,  from  crusts,  aud  from  the  milk  of 
different  cases.  Altogether  nearly  300  cultures  and  subcultures  were  prepared, 
many  of  which  had  to  he  abandoned  to  afford  time  for  other  lines  of  inquiry. 


DESCRIPTION  OF  PLATE   XXIV. 

To  illustrate  the  paper  of  Prof.  Crookshank  on  the  so-called 
Hendon  Cow  Disease  in  its  Relation  to  Scarlet  Fever  in  Man. 
(Page  371.) 

From  a  drawing  by  himself. 

A  streptococcus  from  the  ulcers  on  the  teats.  From  a  prepara- 
tion made  from  the  broth  which  collects  at  the  bottom  of  freshly 
prepared  nutrient  agar-agar.  In  this  case  the  nutrient  agar-agar 
was  a  special  kind  made  with  Brand's  extract  of  meat  according 
to  Dr.  Klein's  receipt.  The  growth  was  examined  after  two  days 
at  37°  C.  x  900. 
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DESCRIPTION  OF  PLATE  XXV. 

To  illustrate  the  paper  of  Prof.  Crookskank  on  the  so-called 
Hendon  Cow  Disease  in  its  Relation  to  Scarlet  Fever  in  Man. 
(Page  371.) 

From  drawings  by  himself. 

Fig.  1. — Growth  of  a  streptococcus  on  the  surface  of  nutrient  gelatine  solidified 
obliquely.     After  four  days  at  18°  C. 

Fig.  2. — A  similar  cultivation  after  four  months  at  18°  C. 

Fig.  3. — Growth  of  the  same  streptococcus  on  the  surface  of  nutrient  agar-agar 
after  four  days  at  37°  C. 

Fig.  4. — Growth,  after  four  months,  in  the  track  of  the  inoculating  needle 
introduced  into  the  depth  of  the  nutrient  gelatine. 

The  cultivations  are  represented,  as  they  appear  by  reflected  light,  under  slight 
magnification  with  a  pocket  lens. 
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ribbon-shaped  film  develops  in  two  or  three  days.     This  film  is  com- 
posed of  minute,  greyish-white,  translucent  dots  or  droplets,  which 
can  be  more   easily   recognised   with  the  aid   of   a   pocket   lens. 
According  to  the  number  of  organisms  sown  on  the  jelly  the  dots 
or  colonies  may  be  completely  isolated,  or  form  a  more  or  less  con- 
tinuous film.     The  film  by  reflected  light  has  an  iridescent  appear- 
ance like  mother-of-pearl,  but  has  a  bluish  or  bluish- grey  tint  by 
transmitted  light,  and  with  a  pocket  lens  appears  distinctly  brownish. 
The  gelatine  is  not  liquefied,  and  even  after  several  weeks  the  culti- 
vation is  limited  to  the  inoculated  area,  and  the  individual  colonies 
are  not  larger  than  pins'  heads.     In  gelatine  cultivations  of  the 
same  age,  but  kept  in  the  incubator  at  18°  C,  the  colonies  get 
irregular  in  form,  especially  at  the  margin  of  the  film,  and  give  the 
growth  an  arborescent,  fringed,  or  serrated  appearance.     Cultivated 
on  the  oblique  surface  of  nutrient  agar-agar  at  37°  C.  the  growth 
is  very  similar,  forming  a  film  composed  of  minute  dot-like  colonies 
like  grains  of  sand.     But  the  film  appears  less  transparent,  is  whiter 
and  the  colonies  have  a  greater  tendency  to  get  irregular  in  form' 
If  inoculated  with  one  tracing  of  the  needle  the  growth  is  scanty 
but  tends  to  get  thicker  in  the  centre  than  towards  the  margins, 
which  may  have  a  terraced  appearance.     Inoculated  in  the  depth 
of  gelatine,  there  appears  after  a  day  or  two  at  18°  C.  a  thread-like 
growth  along  the  track  of  the  inoculating  needle.     This  delicate 
growth  is  found  on  examination  with  a  pocket  lens  to  consist  of  a 
linear  series  of  extremely  minute  granules.     In  a  few  davs  more  the 
beads  or  granules  become  more  marked,  but  even  after  weeks  the 
cultivation  only  appears  like  a  string  of  minute  white,  compact 
globular  masses  or  grains.     In  broth  at  37°  C.  the  cocci  in  twenty- 
four  hours  create  a  turbidity,  and  gradually  develop  chains  varying 
m  length  according  to  the  age  of  the  cultivations.     Even  in  forty- 
eight  hours  there  may  be  chains  of  eight,  ten,  or  twenty  elements 
After  a  few  days  the  growth  settles  down  at  the  bottom  of  the  tube 
in  the  form  of  a  white  deposit,  while  the  supernatant  liquid  becomes 
clear  again.     Cultivated  in  milk  at  37°  C.  they  convert  it  in  two  or 
three  days  into  a  solid  mass,  while  uninoculated   control   tubes 
remain  liquid.     Inoculated  subcutaneously  in  the  ear  of  rabbits 
they  produce  in  two  days  an  inflammatory  thickening  with  erysipe- 
latous redness  and  without  suppuration.     Thus  the  morphological 
and  cultural  characters  and   effect   on   the   rabbit's   ear   of  &this 
streptococcus  are  identical  with  the  description  given  by  Eosenbach 
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and  others  of  the  morphological  and  cultural  characters  of  the 
micro-organism  found  by  Ogston  in  suppurations  in  man  and  called 
by  the  former  Streptococcus  pyogenes.  I  am  therefore  led  to  regard 
this  streptococcus  as  belonging  to  the  same  species  as  the  strepto- 
coccus isolated  from  man.  Moreover,  the  organisms  with  which  it 
was  associated  in  the  discharge  from  the  ulcer  correspond  with  the 
organisms  which  are  commonly  present  in  pus  from  a  human  source. 

On  Saturday,  November  26th,  I  paid  my  first  visit  to  the  farms 
from  which  the  diseased  cows  Nos.  1  and  2  had  been  purchased. 
On  my  arrival  I  made  inquiries  as  to  the  first  occurrence  of  the 
outbreak.  I  gathered  that  it  appeared  about  the  end  of  September, 
but  it  was  said  that  no  fresh  cows  were  imported  at  that  time. 
The  disease  commenced  at  a  farm  which  I  shall  call  V.  The  cows 
were  changed  about  from  farm  to  farm,  so  the  disease  spread 
through  all  the  farms  W,  X,  T,  Z,  the  disease  being  conveyed  from 
diseased  to  healthy  cows  by  the  hand  of  the  milker.  In  all  there 
were  about  160  cows. 

From  the  first  two  milkers  I  encountered  I  took  down  the  following 
history.  They  Said  that  the  teats  of  the  cows  swelled,  were  hot  to 
the  touch,  and  very  tender  ;  as  a  result  the  animals  were  milked 
with  difficulty.  In  milking  some  of  the  severer  cases  the  milkers 
resorted  to  the  standing  position,  as  otherwise  they  and  their  milk- 
pails  were  upset.  In  some  cases  the  pain  caused  by  milking  was 
so  great  that  the  animals  became  almost  unmanageable,  and  had  to 
be  tied  by  the  legs.  One  man  described  the  pain  caused  by  milking 
the  severe  cases  as  "  most  barbarous." 

The  account  which  these  men  gave  me  of  the  eruption  was  as 
follows  :  They  said  a  little  white  bladder  would  rise  up  on  the  teat, 
which  would  become  as  large  as  a  pea  or  much  larger,  and  then  was 
burst  in  the  milking.  As  the  result  a  sore  formed  and  became 
covered  with  a  scab.  "  Matter"  formed  under  the  scab,  and  as  the 
scabs  were  broken  in  milking  "  matter"  and  blood  would  come  out 
on  their  fingers  and  get  mixed  with  the  milk.  Sometimes  the  scabs 
would  become  rubbed  off,  in  other  cases  they  fell  off,  and  finally  in 
four  or  five  weeks  the  sores  would  be  healed.  I  was,  later  on  in 
the  day,  an  eyewitness  of  the  milking  operations,  and  can  therefore 
bear  testimony  to  the  accuracy  of  the  description  of  the  milkers  of 
the  severity  of  the  treatment,  and  of  the  contamination  of  the  milk 
which  resulted.  They  further  supplemented  their  description  by 
asserting  that  the  disease  was  cow-pox,  a  disease  which  they  said 
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had  existed  in  Wiltshire  in  the  time  of  their  fathers  and  fore- 
fathei's. 

At  these  farms  I  found  that  the  disease  had  been  communicated 
to  several  of  the  milkers.  They  had  been  inoculated  some  weeks 
before  my  visit ;  I  had  therefore  to  rely  a  great  deal  on  the  descrip- 
tion given  by  the  men.1  I  will  describe  some  of  the  cases. 
Cowman  E, —  showed  me  a  scar  on  his  right  hand.  He  said  he 
was  the  first  to  catch  the  disease.  He  described  it  as  coming  as  a 
hard  painful  spot  which  formed  "  matter  "  and  then  a  "  big  scab." 
He  had  continued  milking  ever  since,  but  had  no  fresh  "  places." 
Cowman  F —  about  a  month  ago  noticed  spots  which  appeared  on 
both  hands.  His  fingers  swelled  and  were  painful.  He  says  it 
came  first  like  a  pimple  and  felt  hard.  Then  it  "  Aveeped  out 
water"  in  four  or  five  days.  There  were,  he  says,  red  marks 
creeping  up  his  arm  and  a  sort  of  throbbing  pain,  and  he  could 
not  sleep  at  night.  I  found  on  the  right  hand  a  scar  and  on  the 
left  hand  an  ulcer  about  the  size  of  a  shilling  covered  with  a  thick 
black  crust.  The  crust  was  partially  detached  and  exj)osed  a 
granulating  ulcer.  It  was  the  exact  counterpart  of  an  ulcer  on  a 
cow's  teat. 

Cowboy  H —  had  both  hands  bad  about  a  month  ago  ;  first  the 
iudex  finger  of  the  left  hand,  and  then  the  right  hand.  He  says 
that  it  came  up  like  a  hard  pimple,  and  the  finger  became  swollen 
and  red.  After  a  few  days  it  "  weeped  out  water,"  and  then 
matter  came  away.  Both  his  arms  were  swollen,  but  his  left  arm 
was  the  worst.  About  a  fortnight  after  he  noticed  "  kernels  "  in 
his  armpits,  which  were  painful  and  kept  him  awake  at  night. 
His  arms  became  worse,  he  could  not  raise  them,  and  he  had  to 
give  up  milking.  He  also  had  inoculated  himself  on  the  lower  lip. 
On  examination,  I  found  that  the  axillary  glands  were  still 
enlarged  and  tender.  He  volunteered  the  statement  that  the 
places  were  just  like  the  sore  teats.  H — ,  the  bailiff's  son,  had  a 
sore  on  the  upper  lid  of  the  right  eye,  and  on  his  left  hand.  In 
both  places  he  had  previously  been  scratched  by  a  cat.  The  right 
hand  had  also  been  infected.     It  commenced,  he  says,  a  fortnight 

1  On  the  occasion  of  subsequent  visits  to  the  farm,  I  had  the  opportunity  of 
studying  fresh  cases.  Eight  out  of  eleven  milkers  had  vesicles  on  their  hands. 
I  was  able  to  watch  the  course  of  the  eruption  in  a  lad  removed  to  London. 
These  cases  will  be  published  in  full  in  connection  with  my  further  inquiries  as 
to  the  nature  of  this  disease  (see  '  Brit.  Med.  Journ.,'  Julv  7th  and  1-ith,  1888). 
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ago.  His  hands  were  swollen,  red,  and  hot.  He  felt  very  poorly 
and  went  to  bed.  Little  spots  like  white  blisters  appeared  on  the 
back  of  his  right  hand,  these  broke  aud  "rose  up  "  in  thick  scabs. 
He  was  very  ill  for  two  or  three  days,  but  did  not  send  for  a  doctor. 
He  had  painful  lumps  at  the  bend  of  the  arm  and  in  the  armpit. 
He  gave  up  milking  and  had  not  taken  to  it  since. 

I  now  pass  on  to  describe  some  experiments  undertaken  with  a 
view  to  studying  the  transmissibility  of  the  disease. 

With  the  dischai'ge  and  with  scrapings  from  the  ulcers  on  the 
teats  of  cow  No.  1,  1  inoculated  four  white  mice,  one  guinea-pig, 
and  two  calves. 

In  the  white  mice  and  guinea-pig  inoculated  subcutaneously 
with  a  small  quantity  of  the  lymph-like  discharge  no  result  fol- 
lowed. 

Of  the  two  calves,  one,  a  large  calf,  which  I  will  call  A.,  was 
inoculated  by  scarification  in  both  ears ;  the  other,  a  small  calf, 
which  I  will  call  B.,  was  scarified  in  the  left  ear.  Scrapings  from 
the  ulcers  were  rubbed  into  the  places  thus  prepared.  In  addition, 
in  the  small  calf  an  incision  was  made  through  the  corium  in  the 
left  groin,  scrapings  from  different  ulcers  on  the  teats  were  well 
rubbed  in  with  the  blade  of  the  scalpel,  and  a  portion  of  crust 
inserted  into  a  small  pocket  in  the  subcutaneous  tissue.  In  the 
ears  and  the  groin  there  were  positive  results.  Iu  the  large  brown 
calf  one  of  two  places  inoculated  in  the  right  ear  went  through  the 
following  changes :  On  the  third  day  there  was  apparent  vesieula- 
tion  and  commencing  formation  of  crust.  From  day  to  day  the 
crust  thickened,  and  on  the  eighth  day  the  crust  was  at  its  height 
and  detached  at  its  edges.  By  removing  the  scab  an  ulcer  was 
exposed;  there  was  slight  inflammatory  thickening.  About  the 
thirteenth  day  the  ulcer  had  quite  healed. 

Very  similar  appearances  resulted  in  the  ear  of  the  smaller  calf. 
The  result  of  inoculation  in  the  groin  was  of  a  very  much  severer 
character.  In  the  course  of  two  or  three  days  the  incision  had 
apparently  commenced  to  heal  by  scabbing,  but  there  was  an  area 
around  which  was  inflamed  and  painful  on  manipulation.  The 
inflammatory  thickening  which  resulted  continued  to  increase 
around  the  seat  of  inoculation,  and  the  thickening  could  be  felt  to 
extend  deeply  in  the  groin.  Suppuration  followed,  and  on  firm 
pressure  pus  welled  up  through  the  wouud.  The  wound  then 
showed  very  little  disposition  to  heal,  and  the  calf  began  to  exhibit 
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marked  constitutional  symptoms.  During  the  second  week  after 
inoculation  the  animal  became  very  dull,  and  was  reported  by  the 
attendant  as  refusing  to  feed. 

Diarrhoea  supervened  and  lasted  for  several  days,  and  bloody 
urine  was  passed. 

The  calf  was  also  noticed  to  cough,  and  the  cough  gradually 
increased  in  severity.  Thirty-six  days  after  the  date  of  inocula- 
tion it  was  decided  to  kill  the  calf  and  examine  the  condition  of  the 
viscera.  The  post-mortem  was  made  under  the  supervision  of 
Professor  Brown  and  Professor  Axe.  I  have  already  submitted 
the  microscopical  specimens  for  examination,  and  I  will  now  pro- 
ceed to  describe  the  results  which  were  found  at  the  post-mortem, 
and  the  appearances  which  will  be  found  in  the  microscopical 
preparations. 

Lungs. — Upper  and  middle  lobes  of  each  lung  were  adherent  to 
the  walls  of  the  chest ;  there  was  patchy  congestion,  especially  of 
the  middle  lobe,  and  patches  of  recent  adherent  lymph.  Postei'ior 
parts  of  the  upper  lobes  of  both  lungs  were  completely  consoli- 
dated, and  on  section  varied  in  colour  from  brick  red  to  greyish 
white.  The  interlobular  tissue  was  infiltrated  with  inflammatory 
products,  which  mapped  out  the  tissue  of  the  lung  in  small  indu- 
rated areas,  in  which  the  tissue  was  granular  looking  and  friable. 
These  appearances  in  the  upper  lobes  were  due  to  pleuro-pneu- 
monia.  Scattered  through  the  other  lobes  of  both  lungs  were 
white,  mostly  firm,  nodules  raised  above  the  level  of  the  surface  of 
the  lung.  They  were  surrounded  by  a  zone  of  congestion,  and  in 
some  cases  sections  were  composed  of  indurated,  in  others  of 
friable,  lung  tissue.  In  the  posterior  part  of  the  right  upper  lobe 
there  was  a  recent  infarct. 

Bronchial  glands. — The  bronchial  glands  at  the  roots  of  each 
lung  were  enlarged  to  two  or  three  times  their  natural  size,  and 
were  firm  and  hard  on  section. 

Pericardium. — The  parietal  surface  of  the  pericardium  was 
covered  with  recent  adherent  lymph.  The  visceral  surface  of  the 
pericardium  was  normal. 

Aorta. — Along  the  external  surface  of  the  aorta  were  chains  of 
enlarged  lymphatic  glands  connected  by  dilated  lymphatic  vessels. 
These  glands  were  dark  red  or  purplish  in  colour,  from  haemorrhage 
into  their  substance. 

Heart. — The  heart  was  normal,  and  the  endocardium  not  stained. 

25 
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(Esophagus. — There  were  chains  of  red  glands  on  the  oesophagus 
similar  to  those  along  the  aorta. 

Mesenteric  glands. — The  appearance  of  the  mesenteric  glands  was 
very  striking.  The  mesentery  was  dotted  along  the  lymphatic 
vessels  with  glands,  varying  in  size  from  a  large  shot  to  a  pea, 
which  were  deep  red  or  prune  coloured.  In  addition,  there  were 
here  and  there  enlarged  glands  without  haemorrhage  into  their 
substance,  and  greyish  in  colour. 

Spleen. — There  were  scattered  petechiae  on  the  spleen. 

Kidneys. — The  kidneys  were  firm  on  section,  and  there  was 
marked  congestion  in  both,  while  it  was  more  pronounced  in  one 
kidney  than  the  other. 

Liver. — The  liver  was  congested,  the  congestion  being  more 
marked  in  patches. 

Lung.  —  Sections  from  the  consolidated  upper  lobes  showed 
under  the  microscope  thickening  of  the  pleura  and  infiltration  with 
round-cells.  The  exudation  filled  the  alveoli,  and  was  breaking 
down  in  some  cases  in  the  centre.  The  vessels  were  injected,  and 
there  were  haemorrhages  into  the  alveoli.  The  periphery  of  the 
lobules  was  infiltrated  with  round-cells. 

Kidneys. — Slight  infiltration  around  glomeruli  and  arterioles 
with  round-cells ;  epithelium  with  convoluted  tubes,  granular  and 
disintegrating ;  haemorrhage  in  straight  tubes,  and  engorgement  of 
vessels.     (Plate  XXVI,  figs.  1  and  2.) 

Liver. — Inter-  and  intra-lobular  vessels  engorged ;  intralobular 
collections  of  round-cells  displacing  the  liver  cells,  interlobular 
connective  tissue  infiltrated  with  round-cells ;  liver-cells  granular 
and  cloudy.     (Plate  XXVII.) 

There  can  be  no  doubt  from  the  symptoms  and  post-mortem 
appearances  that  this  calf  suffered  from  septicaemia,  as  the  result 
of  introducing  the  septic  virus  and  crust  subcutaneously  in  the 
groin ;  moreover,  it  is  obvious  that  there  was  a  predisposition  to 
septic  poisoning  in  this  case,  owing  to  the  lowered  vitality  induced 
by  the  concomitant  attack  of  pleuro-pueumonia. 

The  two  Wiltshire  cows,  which  I  have  referred  to  as  Nos.  1  and  2, 
were  sent  for  post-mortem  examination  to  be  made  at  the  Brown 
Institution  ;  so  that  Dr.  Klein  might  give  his  opinion  as  to  whether 
any  post-mortem  appearances  which  might  be  present  were  similar 
to  those  he  had  seen  in  two  cows  from  Hendon.  A  day  having 
been  fixed  by  Dr.  Klein  for  the  post-mortem  examination,  I  accoin- 


DESCRIPTION  OF  PLATE  XXVI. 

To  illustrate  the  paper  of  Prof.  Crookskank  on  the  so-called 
Hendou  Cow  Disease  in  its  Eelation  to  Scarlet  Fever  in  Man. 
(Page  371.) 

From  drawings  by  himself. 

From  a  section  of  the  kidney  of  a  calf  in  wkicli  septicaemia  was 
produced  by  inoculation  with  scrapings  from  the  ulcers  of  a  Wilt- 
shire cow. 

Fig.  1. — a.  Malpighian  corpuscle  with  glornerulo-nephritis.  b.  Small  collec- 
tion of  round-cells,      x  230. 

Fig.  2. — Straight  tubes  with  haemorrhages,      x  230. 
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DESCRIPTION  OF  PLATE  XXVII. 

To  illustrate  the  paper  of  Prof.  Crookshank  on  the  so-called 
Hendon  Cow  Disease  in  its  Relation  to  Scarlet  Fever  in  Man. 
(Page  371.) 

From  a  drawing  by  himself. 

From  a  section  of  the  liver  of  a  calf  in  which  septicaemia  was 
produced  by  inoculation  with  material  from  the  ulcers  on  the  teats. 
x  230. 

Between  the  liver-cells,  with  their  faintly  stained  nuclei,  are 
numerous  round-cells. 

At  (a)  is  a  small  collection  of  round-cells,  and  at  (b)  a  much 
larger  one  amounting  almost  to  a  miliary  abscess. 
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DESCRIPTION  OF  PLATE  XXVIII. 

To  illustrate  the  paper  of  Prof.  Crookshank  on  the  so-called 
Hendon  Cow  Disease  in  its  Eelation  to  Scarlet  Fever  in  Man. 
(Page  371.) 

From  drawings  by  himself. 

Fig.  1. — From  a  section  through  the  cortex  of  the  kidney  of  cow  No.  1.     x  230. 

a.  Malpighian  corpuscles,  showing  well-marked  glomerulo-nephritis,  and 
haemorrhages. 

b.  Section  of  an  arteriole  surrounded  with  round-cells. 
Fig.  2. — From  another  part  of  the  same  section,      x  230. 

a.  Malpighian  corpuscles  showing  well-marked  glomerulo-nephritis. 

b.  An  arteriole  surrounded  with  collections  of  round-cells. 
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DESCRIPTION  OF  PLATE  XXIX. 

To  illustrate  the  paper  of  Prof.  Crookskank  on  the  so-called 
Hendon  Cow  Disease  in  its  Relation  to  Scarlet  Fever  in  Man. 
(Page  371.) 

From  a  drawing  by  himself. 

Vertical  section  of  the  peripheral  part  of  an  ulcer  on  the  teat  of 
cow  No.  2.      x  90. 

1.  Horny  layer. 

2.  Superficial  layer  of  the  stratum  Malpighii  with  cavities  filled  with  round- 

cells. 

3.  Deep  layer  of  the  stratum  Malpighii  infiltrated  with  round-cells. 

4.  Superficial  corium  infiltrated  with  round-cells. 
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parried  Professor*  Brown  to  see  the  result.  Inasmuch  as  there  was 
no  suspicion  of  any  visceral  disease  complicating  the  eruptive 
disease  of  the  teats,  it  was  not  surprising  to  find  that  the  naked- 
eye  appearances  at  the  post-mortem  were  practically  negative.  All 
that  could  be  noted  of  the  viscera  was  as  follows :  petechise  on  the 
spleen  and  liver,  a  few  whitish  irregular  spots,  fatty  patches,  on 
the  surface  of  the  cortex  of  the  kidney.  I  have  already  mentioned 
that  there  was  an  unusual  condition  of  ulceration  in  this  cow,  and 
milking  bad  become  a  matter  of  great  difficulty  in  inexperienced 
hands.  The  result  was  that  soon  after  the  cow  had  been  at  the 
Eoyal  Veterinary  College  the  udder  became  enlarged,  and  the 
teats  red,  tense,  swollen,  and  cedematous.  At  the  post-mortem  an 
incision  into  the  udder  revealed  an  enormous  abscess. 

At  the  post-mortem  of  cow  No.  2  there  was  a  somewhat  similar 
condition,  and  the  visceral  changes  were  negative.  Though  the 
naked-eye  appearances  in  cow  No.  1  were  practically  negative,  the 
result  of  examining  sections  of  the  kidney  under  the  microscope 
were  extremely  instructive  and  interesting,  as  they  showed  that 
marked  changes  had  taken  place  which  were  indicative  of  septic 
complication. 

The  sections  showed  glomerulo-nephritis  ;  there  was  infiltration 
round  the  capsule  of  Bowman  with  round-cells  ;  there  was  infiltra- 
tion also  of  the  sheaths  of  the  vessels  with  round-cells,  especially  of 
the  cortex.  The  blood-vessels  in  the  boundary  zone  of  the  medulla 
were  engorged,  the  arterioles  of  the  glomeruli  were  also  engorged, 
and  there  were  slight  haemorrhages  into  the  capsule.  The  epithelium 
of  the  convoluted  tubes  was  granular,  opaque,  and  in  some  parts 
breaking  down.     (Plate  XXVIII,  figs.  1  and  2.) 

Sections  of  the  ulcers  of  the  teats  of  these  cows  were  also  care- 
fully examined. 

Sections  of  a  portion  of  the  spreading  ulceration  of  the  teat  of 
cow  No  1  showed  only  a  superficial  ulceration  not  extending  far 
into  the  depth  of  the  tissue.  There  were  marked  haemorrhages  in 
the  corium.  These  appearances  differed  from  the  appearances  in 
sections  of  a  circumscribed  ulcer  from  the  teat  of  cow  No.  2,  in  that 
in  sections  of  the  latter  the  ulceration  extended  much  more  deeply 
into  the  tissue,  and  there  was  present  a  characteristic  cellular 
character.  (Plate  XXIX.)  These  spaces  or  cavities  existed  in 
the  stratum  Malpighi,  especially  in  the  superficial  layers.  They 
were  observed  to  be  either  empty  or  filled  with  granular  matter  and 
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round-cells,  and  were  separated  from  one  another  by  trabecule. 
In  both  cases   the  corium  was  infiltrated  with  round-cells.     Ihe 
appearances,  in  short,  of  sections  of  the  more  circumscribed  ulcers 
of   cow   No.    2    corresponded   in    a   remarkable   degree   with   the 
anatomical  features  which  are  described  as  characteristic  of   the 
structure  of  the  eruption  in  cow-pox.     By  staining  sections  from 
these  ulcers  by  the  method  of  Gram  without  a  contrast  stain,  an 
invasion  of  the  ulcerated  tissue  by  micrococci  was  very  beautifully 
demonstrated.     In  the  crust  and  necrotic  portion  of  the  ulcer  there 
were  found  masses  of  staphylococci  and  isolated  micrococci,  diplo- 
cocci  and  short  chains.     Micrococci  in  twos,  fours,  and  short  chains 
of  three  or  four  elements,  were  also  found  here  and  there  extending 
into  the  depth  of  the  epithelium,  and  a  cellular  space  in  a  section 
was   found  almost  completely  occupied  by  a  streptococcus  many 
times  convoluted  or  twisted  on  itself. 

There  were  altogether  about  160  cows  on  these  farms.     Only  a 
few  had  proved  refractory,  and  had  not  taken  the  disease  at  all. 
The  rest  had  contracted  the  disease  in  varying  degrees  of  severity. 
About  fifty  at  a  time  were  dry,  and  they  escaped  until  they  were  in 
milk  again.     The  milk  was  drunk  on  the  farms  and  in  the  village, 
but  mo°st  of  it,  amounting  to  eight  churns  a  day,  that  is  sixty -four 
barn  gallons  or  1088  pints,  was  sent  twice  a  day  to  a  large  city. 
Not  being  distributed  in  a  wealthy  neighbourhood  we  may  roughly 
estimate  the  number  of  persons  drinking  the  milk  at  about  1500 
or  2000      Most  careful  inquiries  were  instituted  to  ascertain  t ne 
existence  of  scarlatina  among  consumers  of  the  milk.     So  far  the 
research  was  completely  analogous  to  the  Hendon  investigation, 
and  the  contamination  of  the  milk,  which  I  had  myself  witnessed, 
led  me  to  so  fully  believe  in  the  probability  of  scarlet  fever  being 
found  among  the  consumers  of  the  milk,  that  I  would   not  be 
satisfied  until  I  had  obtained  the  most  reliable  evidence  that  such 
was  really  not  the  case.     Under  the  circumstances  it  was  a  matter 
of   surprise  that  no  cases  of  scarlatina  were  found  either  on  the 
farms  or  in  the  village,  and  that  in  the  town  district  in  which  the 
milk  was  distributed  there  was  no  epidemic  produced  by  its  use. 

It  is  obvious  that  farmers,  dairymen,  medical  men,  and  indeed 
experts  in  the  diseases  of  cattle,  would  be  liable  to  pronounce  an 
outbreak   of    the   Wiltshire   disease    to   be   the   alleged   bovine- 

scarlatina.  , 

In  studying  this  disease,  therefore,  we  must  place  ourselves  m 
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the  position  of  endeavouring  to  discover  what  conditions  may 
exist  which  will  enable  the  skilled  practitioner  to  distinguish  an 
outbreak  similar  to  the  Wiltshire  disease  from  an  outbreak  of 
bovine- scarlatina. 

For  it  is  certain  that  this  Wiltshire  disease  could  not  possibly  be 
regarded  as  another  instance  of  bovine- scarlatina,  as  no  scarlatina 
resulted  from  the  use  of  the  contaminated  milk. 

This  naturally  led  me  to  reflect  upon  the  immense  importance  of 
ascertaining  some  means  of  differential  diagnosis.  For,  if  during 
the  Wiltshire  outbreak  as  a  mere  coincidence  there  had  happened  to 
be  cases  of  scarlatina  among  the  consumers  of  the  milk,  and  this 
condition  of  the  cows  had  been  discovered  by  an  inspector,  the 
consequences  would  have  been  disastrous  to  the  dairy  farmer.1 
But  if  we  endeavour  to  find  differences  we  are  led  step  by  step  to 
the  conclusion  that  there  is  no  means  at  our  command  of  distin- 
guishing this  disease  from  the  description  which  has  been  published 
of  the  clinical  characters  and  the  pathology  of  the  disease  which 
was  observed  at  Hendou. 

In  both  cases  we  meet  with  a  disease  which  spreads  through  a 
whole  herd  of  milch  cows. 

In  both  cases  the  disease  is  characterised  by  the  appearance  of 
vesicles,  which  are  broken  by  the  hand  of  the  milker,  and  irritated 
into  deep  ulcerations. 

In  both  cases  the  disease  is  conveyed  from  one  cow  to  another 
by  the  hand  of  the  milker. 

In  both  cases  the  vesicular  eruption  is  communicable  to  the 
hand  of  the  milker. 

In  both  cases  the  disease  is  a  mild,  not  a  fatal  one,  and  if  a  cow 
were  killed  for  diagnostic  purposes  no  assistance  would  be  gained, 
as  in  both  cases  the  post-mortem  appearances  which  may  be  found 
are  not  to  be  distinguished  from  accidental  complications. 

In  both  cases  the  naked-eye  appearances  and  the  duration  of  the 
ulcers  of  the  teats  are  the  same. 

1  "The  unfortunate  farmer  in  whose  herd  this  disease  has  recently  occurred 
must  have  lost  upwards  of  £1000  by  the  loss  of  milk  and  depreciation  in  the 
value  of  his  stock  "  (Dr.  Cameron  on  the  Hendon  cow  disease).     "  The  farmer 

.  .  .  obeyed  the  suggestions  that  were  made  to  him  during  the  inquiry, 
although  he  did  not  always  see  the  reason  for  them,  and  although  they  inter- 
fered to  a  dismal  degree  with  his  immediate  trade  interests  "  (Mr.  Power  on  the 
Hendon  cow  disease). 
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In  both  cases  sections  of  the  ulcers  show  tinder  the  microscope 
identical  appearances  of  a  characteristic  cellular  character. 

In  both  cases  the  tissue  of  the  ulcer  is  invaded  by  micrococci, 
singly,  in  pairs,  and  in  chains. 

Iu'both  cases  from  the  purulent  discharge  of  the  ulcers  strepto- 
cocci may  be  cultivated,  which  are  identical  in  the  description  of 
their  form  and  characters  on  cultivation. 

In  both  cases  the  same  results  are  produced  by  inoculation  of 
calves  with  septic  virus. 

As  I  was  thus  unable  to  establish  any  difference,  I  was  naturally 
led  to  believe  in  the  possibility  of  the  identity  of  these  two  affec- 
tions, and  therefore,  as  a  result,  to  question  the  possibility  of  scarla- 
tina in  man  having  arisen  from  the  disease  in  the  cows  at  Hendon, 

But  whether  we  accept  the  identity  of  the  two  diseases  or  not, 
there  inevitably  arises  the  possibility  of  the  results  obtained  in  the 
investigation  of  the  Hendon  cow  disease  admitting  of  another  inter- 
pretation by  the  light  thrown  upon  the  matter  by  the  pathological 
researches  embodied  in  the  Wiltshire  investigation. 

An  unbiassed  investigator  is  at  once  forced  to  the  conclusion 

that  this  is  the  case. 

Thus,  if  we  examine  the  chain  of  argument  which  has  been 
brought  forward  to  maintain  the  existence  of  cow-scarlatina  at 
Hendon,  we  find  that  it  is  urged : 

(1)  That  the  Hendon  cow  disease  was  a  disease  in  which  the 
post-mortem  appearances  resembled  scarlatina. 

(2)  That  this  disease  was  associated  with  a  streptococcus,  which 
produced  by  inoculation  in  calves  a  disease  with  post-mortem  appear- 
ances similar  to  those  of  the  Hendon  cows. 

(3)  That  a  streptococcus  regarded  as  identical  with  the  one 
above  mentioned  was  found  in  certain  cases  of  scarlatina  in  man, 
which  when  inoculated  in  calves  produced  post-mort em  appearances 
similar  to  the  post-mortem  appearances  in  the  original  Hendon  cows 
and  in  certain  cases  of  scarlatina  in  man. 

We  must  here  consider  what  are  the  post-mortem  appearances  in 

«  On  post-mortem  examination  of  scarlatinal  patients  most  internal 
organs  appear  to  the  naked  eye  fairly  healthy.  The  liver  and 
kidneys  may  be  somewhat  softer  than  usual,  and  the  blood  imper- 
fectly coagulated.  In  so-called  malignant  cases  there  may  be 
collapse  and  hypostatic  congestion  of  the  lungs,  and  hemorrhage 
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into  and  at  the  surface  of  internal  organs.  The  throat  generally 
presents  distinct  traces  of  inflammation  and  ulceration.  The 
solitary  intestinal  glands  and  Peyer's  patches  are  somewhat 
enlarged.  The  only  other  morbid  appearances  (and  they  are 
sufficiently  important)  are  such  as  ai-e  connected  with  the  sequelae 
and  complications  of  the  disease.  These,  however,  though  common 
to  scarlet  fever,  are  not  peculiar  to  it."     (Bristowe.) 

In  illustration  of  the  last  statement  I  may  draw  attention  to  the 
fact  that  the  microscopical  appearances  of  the  kidney  of  the 
Wiltshire  cow  are  identical  with  those  which  were  regarded  as 
indicating  scarlatina  in  the  Hendon  cow  (cow  No.  4).  (See 
Plate  XXVIII.) 

Indeed,  the  statements  as  to  the  post-mortem  appearances  in  the 
Hendon  cows,  when  studied,  not  only  do  not  necessarily  indicate 
scarlatina,  but  they  cannot  even  be  considered  of  primary  import- 
ance, or,  indeed,  as  throwing  much  light  on  the  question  of  scarlatina 
at  all.  The  description  of  the  naked-eye  appearances  in  both  cows 
only  suggests  coincident  pleurisy  or  pleurisy  with  pneumonia. 
The  microscopical  appearances  in  both  are,  as  I  have  already  said 
suggestive  of  septic  complication. 

A  careful  examination  of  the  post-mortem  appearances  of  calves 
inoculated  with  scraping  of  an  ulcer  of  a  Hendon  cow,  or  with 
cultivations  of  the  streptococcus  from  certain  cases  of  scarlatina, 
brings  to  light  much  more  striking  changes.  These  appearances, 
however,  cannot  be  regai'ded  as  indicative  of  scarlatina.  They 
are  in  reality  the  post-mortem  appearances  of  septic  poisoning, 
and  common  therefore  to  many  diseases.  This  is  clearly  shown  by 
comparing  the  post-mortem  appearances  in  the  calf  which  was 
killed  while  suffering  from  septicaemia,  as  the  result  of  inoculation 
from  the  ulcers  of  a  Wiltshire  cow.  These  visceral  changes, 
excluding  the  concomitant  pleuro-pneumouia,  are  not  to  be  dis- 
tinguished from  the  post-mortem  appearances  described  in  the 
calves  inoculated  by  Dr.  Klein.  Consequently,  that  the  strepto- 
coccus found  in  certain  cases  of  scarlet  fever  should  produce  on 
inoculation  in  calves  certain  post-mortem  appearances  which  are 
common  to  many  diseases,  and  should  fail  to  produce  fever, 
ulceration  of  the  tonsils,  or  scarlatinal  rash,  or  any  condition  in 
the  least  resembling  clinically  the  disease  in  man,  and  yet  that  the 
result  should  be  regarded  as  scarlatina  in  the  calf,  is  a  conclusion 
quite  untenable. 
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It  is  true  that  visceral  lesions  similar  in  character  may  he  pro- 
duced in  calves  whether  they  be  inoculated  with  scrapings  from 
ulcers,  or  with  streptococci  from  ulcers,  of  the  Hendon  cow  disease, 
or  with  streptococci  from  certain  cases  of  scarlet  fever.  In  both  cases 
the  streptococcus  is  a  septic  microbe,  and  inoculation  of  this  microbe, 
or  the  inoculation  of  septic  virus,  is  liable  to  produce  septicaemia. 
These  facts  constitute  a  mass  of  evidence  which  justifies  the  conviction 
that  the  pathological  data  which  lent  support  to  the  theory  that  the 
vesicular  disease  of  the  teats  of  cows  at  Hendon  was  scarlatina  in  the 
cow,  admit  of  an  entirely  different  interpretation,  and,  consequently, 
the  theory  that  the  Hendon  milk  was  contaminated  with  the  virus  of 
scarlet  fever  from  some  human  source  which  Mr.  Power  failed  to 
discover,  is  not  invalidated  by  the  researches  of  Dr.  Klein. 

On    a    Streptococcus   alleged    to    be    the     Contagitjm     of 
Scarlet  Fever. 

In  support  of  the  theory  that  the  Hendon  cow  disease  was  scarla- 
tina in  the  cow,  it  is  alleged  that  a  similar  microbe  was  discovered  in 
human  scarlet  fever  which  produced  on  inoculation  in  calves  a 
disease  which  was  interpreted  as  the  Hendon  cow  disease,  and  as 
similar  to  scarlet  fever  in  man. 

This  streptococcus  was  found  by  Dr.  Klein  in  five  out  of  eleven 
cases  of  scarlet  fever  in  man,  twice  in  association  with  certain  other 
micro-organisms,  and  three  times  alone.  The  micro-organisms 
were  isolated  by  inoculating  tubes  of  nutrient  gelatine,  solidified 
obliquely  by  streaking  the  surface  with  blood  taken  from  the 
finger,  the  arm,  or  the  heart  after  death.  These  investigations 
were  carried  out  during  1886-87. 

Those  cases  from  which  the  organism  was  obtained  were  all  cases 
with  ulcerated  throat,  and  the  culture  experiments  were  made  at  or 
about  the  day  at  which  the  temperature  ivas  at  its  maximum. 

Dr.  Klein  regarded  this  streptococcus  as  the  contagium,  virus,  or 
actual  cause  of  scarlet  fever  in  man. 

An  analysis  of  the  cases  examined  by  Dr.  Klein  is  shown  in  the 
following  Table: 
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— 

Name  of  patient. 

Condition  of 
tonsils. 

Source 
of 

blood. 

Micro-organisms 
isolated. 

Death  or 
recovery. 

; 
1 

Lilian  Fuller, 
aged  5 

Severely 
ulcerated 

Finger 

Streptococcus 
'Staphylococcus 

Ultimately 
recovered. 
1 

2 

Kate  Fuller, 
aged  2 

Much 
ulcerated 

n 

pyogenes  aureus 
■i  Liquefying  micro- 
coccus 

1      Died  of 

j  "^ 

s-  Recovered. 

[Not  stated.] 

3 

4 

Henry  Lampson, 

aged  8 
(a  woman), 

Ulcerated 
Much 

>> 
Arm 

Streptococcus 
j  Staphylococcus 
\  Streptococcus 
None 

aged  40 

ulcerated 

5 (a  girl), 

aged  19 

» 

?> 

" 

99 

6    Blanche  Moody, 

Ulcerated 

Finger 

Streptococcus 

Recovered. 

aged  15 

7 

Ellen  Warr, 
aged  22 

Much 
ulcerated 

97 

None 

[Not  stated.] 

8    Robert  Hughes, 

Ulcerated 

_, 

,, 

„ 

aged  8 

9  Florence  Glossop, 
aged  21 
10    Edward  Fenton, 

» 

Heart 

Streptococcus 
None 

Died. 

9> 

aged  3 

111       R.  Boucher, 

Advanced 

„ 

„ 

99 

aged  20  months 

ulceration 

The  occurrence  of  a  streptococcus  in  certain  cases  of  scarlet  fever 
had  been  observed  by  several  previous  investigators — Crooke, 
Loftier,  Babes,  Heubner  and  Bahrdt,  and  notably  by  Frankel  and 
Freudenberg. 

Crooke,  in  cases  of  scarlet  fever  with  severely  affected  throat, 
found  bacilli,  cocci,  and  streptococci  in  the  organs  of  the  throat, 
and  cocci  in  the  internal  organs.  Crooke  left  it  an  open  question 
whether  those  cocci  were  the  specific  organisms  of  scarlet  fever,  or 
to  be  regarded  as  diphtheritic  or  septic  associates.  He  inclined  on 
clinical  grounds  to  the  latter  view. 

Loftier,  in  cases  of  scarlatinal  diphtheria,  found  the  same  chain- 
forming  micrococcus  which  he  had  found  in  typical  diphtheria. 

Babes  was  able  to  constantly  prove  in  inflammatory  products 
secondary  to  scarlatina  the  presence  of  a  streptococcus  greatly 
resembling  that  in  pus. 

Heubner  and  Bahrdt,  in  a  fatal  case  of  scarlet  fever  in  a  boy, 
compbcated  with  suppuration  of  the  finger-  and  knee-joints  and 
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with  pericarditis,  found  a  streptococcus  identical  in  form,  from  Ins 
description,  with  Streptococcus  pyogenes.  Cultivations  were  not 
made.  The  secondary  infection  started  from  diphtheritically 
affected  tonsils,  which  were  followed  by  retro- pharyngeal  abscesses. 

Frankel  and  Freudenberg  examined  for  micro-organisms  three 
cases  of  scarlatina  with  well-marked  affection  of  the  throat.  In  all 
three  cases  they  obtained  cultivations  of  cocci  from  the  submaxillary 
lymphatic  glands,  spleen,  liver,  and  kidney.  These  cocci  could  in 
no  way  be  distinguished  from  Streptococcus  pyogenes  derived  from 
pus,  nor  from  the  undoubtedly  identical  streptococcus  which  one 
of  them  (A.  Frankel)  had  already  repeatedly  cultivated  in  large 
numbers  from  puerperal  affections.  In  two  of  the  cases  Strepto- 
coccus pyogenes  was  the  only  organism  present,  and  in  all  three 
cases  it  was  far  in  excess  of  other  colonies  which  developed.  The 
organisms  were  also  found  in  sections  of  the  organs  by  micros- 
copical examination.  The  identity  of  this  streptococcus  with  Strep- 
tococcus pyogenes  and  Streptococcus  puerperalis  was  established  by 
comparison  of  their  macroscopical  and  microscopical  appearances 
in  cultivations  on  nutrient  agar-agar,  nutrient  gelatine,  and  in 
broth,  both  at  the  ordinary  and  at  higher  temperatures,  and  also 
by  experiments  on  animals.  They  concluded  that  it  could  be 
stated  with  certainty  that  the  organisms  in  question  did  not  stand 
in  causal  relation  to  scarlet  fever.  They  considered  that  special 
methods  of  microscopical  and  biological  research  were  apparently 
needed  for  demonstrating  the  true  scarlet  fever  contagium,  which 
probably  was  especially  present  in  the  skin.  They  considered  that 
the  presence  of  the  streptococcus  was  due  to  a  secondary  infection, 
to  which  the  door  was  opened  by  the  lesions  of  the  throat — a  view 
which  was  supported  by  the  fact  that  the  organisms  were  found 
in  the  submaxillary  lymphatic  glands.  They  preferred  to  use  the 
term  "secondary"  to  "complicated"  or  "combined"  infection, 
because  this  expresses  the  fact  that  by  the  effect  of  the  scarlatinal 
virus  the  soil  is  rendered  suitable  for  this  ubiquitous  microbe  when 
it  has  once  gained  an  entrance. 

Frankel  and  Freudenberg  could  in  no  way  distinguish  the  strepto- 
coccus in  scarlatina  from  the  streptococcus  in  pyaemia  and  septi- 
caemia. I  will  therefore  proceed  to  give  a  short  account  of  the 
bacteriological  researches  in  pyaemia  and  septicaemia. 

Rosenbach  examined  six  cases  of  pyaemia.  From  Case  1  cultiva- 
vations  of  Streptococcus  pyogenes  were  obtained  from  the  blood  of 
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the  patient  during  life.  The  blood  was  stroked  over  the  surface 
of  the  culture  medium,  and  in  two  tubes  the  Staphylococcus  pyogenes 
col  reus  was  also  present.  In  Case  2,  with  suppurative  pleuritis, 
the  pleura  was  tapped  during  life,  and  cultivations  of  Streptococcus 
pyogenes  were  obtained.  In  Case  3,  streptococci  were  found  in  the 
metastases  in  the  kidneys  and  in  the  other  suppurations  that  were 
examined.  In  Case  4,  the  pleura  was  opened  during  life,  and  Strep- 
tococcus pyogenes  and  Staphylococcus  pyogenes  aureus  were  isolated 
from  the  fluid  which  escaped.  In  Case  5,  pure  cultivations  of 
Streptococcus  pyogenes  were  obtained  from  pus  from  the  knee,  which 
was  punctured  during  life.  This  case  was  one  of  erysipelas  and 
pyaemia  after  removal  of  a  carcinoma  of  the  breast.  In  Case  6,  a 
case  of  whitlow  with  metastatic  abscesses,  the  patient  recovered, 
and  no  streptococci  were  found.  Thus,  in  six  cases  of  metastatic 
pyaemia  Streptococcus  pyogenes  was  found  five  times,  partly  in  the 
blood  and  partly  in  the  metastatic  deposits,  and  twice  in  company 
with  Staphylococcus  pyogenes  aureus. 

Baumgarten  also  found  the  Streptococcus  pyogenes  in  the  internal 
organs  in  pyaeniic  cases,  and  Eiselsberg  found  Streptococcus  pyogenes 
in  company  with  Staphylococcia  pyogenes  aureus  in  the  blood  of 
cases  of  septicemia. 

In  Case  2  (Kate  Fuller,  who  died  of  pyaemia),  it  will  be  observed 
that  Dr.  Klein  also  found  the  streptococcus  in  association  with 
Staphylococcus  pyogenes  aureus.  Yet  Dr.  Klein  maintains  that 
the  streptococcus  found  in  scarlatina,  in  pyaemia  and  septicaemia, 
puerperal  fever  and  suppuration,  are  different  organisms,  which 
can  be  readily  distinguished  by  their  different  pathogenic  proper- 
ties. In  a  paper  read  before  the  Epidemiological  Society  Dr.  Klein 
has  published  the  data  on  which  he  has  based  this  opinion.  An 
examination  of  the  following  table  shows  that  in  no  case  are  parallel 
experiments  quoted : 


Streptococcus 

from  puerperal 

septicemia. 

Streptococcus  from 
pus. 

Streptococcus  from  scarlet 
fever. 

Rabbits 
Wbite  mice 
Brown  mice 

Local  rasb 
Fatal 

[Not  stated] 

Local  suppuration 

[Not  stated.] 

Fatal  in  (small  propor- 
tion). 

Fatal  (in  large  propor- 
tion). 
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I  must  observe  that  the  data  which  are  here  quoted  by  Dr.  Klein 
have  not  been  confirmed  by  a  number  of  independent  investigators. 
I  refer  to  the  pathogenic  properties  of  the  streptococcus  when 
isolated  from  pus.  The  production  of  local  suppuration  does  not 
follow  inoculation  of  rabbits  with  Streptococcus  pyogenes.  This 
has  been  especially  worked  out  by  a  number  of  independent  investi- 
gators in  comparing  the  action  of  the  streptococcus  from  erysipelas 
with  that  from  pus.  When  these  micro-organisms  were  first 
described  a  great  difference  was  believed  to  exist  in  their  effect  on 
animals,  but  numerous  experiments  on  rabbits  have  distinctly 
proved  that  a  local  rash  is  equally  the  result  of  inoculating  Strepto- 
coccus pyogenes.  The  streptococcus  from  scarlet  fever,  from  pus, 
and  from  puerperal  septicaemia  may  be  described  from  the  researches 
of  Passet,  Biondi,  Eiselsberg,  Baumgarten,  Friinkel,  Freudenberg, 
Fliigge,  and  others,  as  producing  local  rash  in  rabbits,  and  as  fatal 
in  white  mice  in  a  small  and  in  brown  mice  in  a  large  proportion 
of  the  animals  experimented  on. 

I  cannot  agree  therefore  with  the  conclusions  drawn  by  Br. 
Klein,  as  in  the  light  of  the  researches  made  up  to  the  present 
time,  the  statement  that  these  organisms  especially  differ  in  their 
effects  on  animals  is  shown  to  be  based  on  inaccurate  data. 

I  have  mentioned  that  Friinkel  isolated  a  streptococcus  from 
puerperal  fever,  which  he  at  first  called  Streptococcus  puerperalis, 
but  subsequently  identified  with  Streptococcus  pyogenes.  These 
researches  have  been  confirmed  by  others.  Winkel  obtained  a 
pure  cultivation  of  a  streptococcus  from  the  blood  of  the  heart  in  a 
case  of  puerperal  peritonitis.  It  produced  erysipelatous  redness 
when  inoculated  in  the  rabbit's  ear,  and  in  form  and  in  cultivation 
was  similar  to  the  streptococcus  in  erysipelas.  Cushing  also  found 
Streptococcus  pyogenes  associated  with  puerperal  infection.  The 
cocci  were  found  in  endometritis  diphtheritica  as  well  as  in  secon- 
dary puerperal  inflammation.  These  observations  were  still  further 
confirmed  by  Baumgarten,  and  Bumm  isolated  the  same  organism 
in  puerperal  mastitis. 

Thus  the  researches  of  Friinkel  and  Freudenberg  are  confirmed 
by  a  number  of  independent  investigators,  and,  moreover,  so  far 
from  being  invalidated  by  the  later  researches  of  Dr.  Klein,  they 
are,  on  the  contrary,  by  a  correct  interpretation  confirmed  by  them. 
For  I  have  already  shown  that  the  visceral  disease  produced  in  the 
calves  inoculated  by  Dr.  Klein  was  due  to  septicaemia,  and  there  is 
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no  evidence  to  show  that  the  calves  suffered  from  scarlatina  coin- 
plicated  with  septicaemia. 

Therefore,  to  maintain  that  this  streptococcus  is  the  true  cause 
of  scarlet  fever  is  not  in  accordance  with  the  accepted  teachings  of 
bacteriology.  The  streptococci  were  only  found  in  certain  cases, 
and  when  cultivated  artificially  and  inoculated  en  masse  they  did 
not  produce  scarlatina.  This  assertion  is  not  even  in  accordance 
with  the  teachings  which  have  been  adopted  and  thus  expressed 
by  Dr.  Klein  himself,  '  Micro-organisms  and  Disease  ' : 

"  In  all  investigations  of  the  relation  of  micro-organisms  to 
disease,  it  is  necessary  to  bear  in  mind  that,  as  Koch  has  pointed 
out,  no  observation  can  be  said  to  be  complete,  or  one  should  rather 
say,  in  no  instance  can  it  be  said  to  have  been  satisfactorily  proved, 
that  a  particular  infectious  disease  is  due  to  a  particular  micro- 
organism, if  any  one  of  the  following  conditions  remain  unfulfilled." 

Among  these  conditions  we  find  the  following  : 

"  After  having  thus  cultivated  the  micro-organism  for  several 
successive  generations,  it  is  necessary  to  reintroduce  them  into  the 
body  of  a  healthy  animal  susceptible  to  the  disease,  and  in  this 
way  to  show  that  this  animal  becomes  affected  with  the  same 
disease  as  the  one  from  which  the  organisms  were  originally 
derived." 

That  this  condition  was  not  complied  with  is  acknowledged  by 
Dr.  Klein,  who  states  that  "If  proof  is  expected  that  fever,  ulce- 
ration of  the  tonsils,  and  scarlatinal  rash  should  be  produced  in 
the  calf  by  the  virus  of  scarlet  fever,  I  am  afraid  such  proof  will 
not  be  forthcoming." 

My  own  opinion  as  to  the  relation  of  this  streptococcus,  when 
found  in  scarlatina,  to  the  disease  itself,  coincides  with  the  con- 
clusions of  Frankel  and  Freudenberg.  For  some  time  my  attention 
has  been  drawn  to  the  probable  identity  of  the  streptococci  in  sup- 
puration, puerperal  septicaemia,  pyaemia,  and  septicaemia,  and  in 
certain  cases  of  measles,  scarlatina,  and  diphtheria.  This  I  ex- 
pressed early  in  1886.  Thus,  in  describing  the  streptococcus  in 
puerperal  fever,  I  wrote  as  follows  : 

"  In  this  and  many  similar  cases  the  cocci  are  given  as  distinct 
species  from  their  association  with  particular  diseases,  not  because 
they  are  believed  to  be  causally  related,  for  there  is  very  little 
evidence  in  favour  of  that  belief  as  yet,  but  purely  for  convenience 
of  reference.     In  many  cases  they  are  only  septic  organisms  which 
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have  found  a  pabulum  in  the  dead  tissue ;  others  appear  to  be 
identical  with  organisms  which  have  been  found  in  pus." 

In  the  following  year,  May,  1887,  I  received  from  Dr.  Klein 
himself  a  cultivation  on  nutrient  gelatine  and  a  microscopical 
preparation  of  his  streptococcus.  The  appearances  (PL  XXX) 
obviously  corresponded  with  well-known  streptococci.  But  if  it 
were  a  fact  that  this  streptococcus  actually  produced  scarlet  fever, 
it  would  be  entitled  to  be  regarded,  in  opposition  to  the  conclusions 
of  Frankel  and  Freudenberg,  if  not  as  a  distinct  species,  at  least  a 
variety  with  characteristic  pathogenic  properties.  Since  that  date 
the  details  of  Dr.  Klein's  experiments  with  this  streptococcus  have 
been  published,  and  there  are  no  grounds  for  believing  from  these 
experiments  that  this  streptococcus  differs  in  its  pathogenic  pro- 
perties from  the  streptococcus  associated  with  septic  infection. 

Further,  I  have  been  able  to  confirm  my  opinion,  and  the  re- 
searches of  the  bacteriologists  in  GTermany,  who  have  insisted  upon 
the  fact  that  the  streptococcus  in  pyemia  and  the  streptococcus  in 
scarlet  fever  are  one  and  the  same  micro-organism.  The  following 
case  will  serve  to  illustrate  this.  An  out-patient  with  chronic 
abscesses  and  pyaemia  was  admitted  into  King's  College  Hospital. 
Sir  Joseph  Lister  punctured  two  abscesses  in  the  sacral  region  and 
the  shoulder,  and  the  pus  from  both,  amounting  to  about  12  oz., 
was  collected  with  all  the  necessary  precautions,  and  handed  over 
to  me  for  examination.  I  found  that  the  pus  contained  a  pure 
cultivation  of  this  streptococcus.  Now,  Dr.  Klein  has  stated  that 
the  streptococcus  which  he  has  isolated  from  cei-tain  cases  of  scarlet 
fever  is  morphologically  distinguishable1  from  the  streptococcus  from 
any  other  source.  I  cannot  agree  with  this  statement,  and  as  cases 
of  scarlet  fever  and  pyaemia  are  often  within  reach  of  pathologists 
in  our  large  hospitals,  I  will  take  this  opportunity  of  describing 
some  of  the  practical  details  of  this  part  of  my  investigation  which 
will  enable  those  who  are  in  a  position  to  examine  such  cases  to 
repeat  the  experiments,  and  thus  convince  themselves  that  Dr. 
Klein's  statement  is  quite  erroneous.  First  of  all,  the  pus  may  be 
examined  microscopically ;  to  do  this  I  make  use  of  an  ordinary 
platinum  inoculating  needle,  which  is  bent  at  the  extremity  into  a 
booklet ;   this  is  sterilised   and  dipped  into  the  pus,  which   is  then 

1  See  page  376  of  the  Supplement  to  the  '  Sixteenth  Annual  Report  Local 
Government  Board,  1S86 — 1887,'  containing  the  Report  of  the  Medical  Officer 
for  188U. 


DESCRIPTION  OF  PLATE  XXX. 

To  illustrate  the  paper  of  Prof.  Crookshank  on  the  so-called 
Hendon  Cow  Disease  in  its  Relation  to  Scarlet  Fever  in  Man. 
(Page  371.) 

From  a  drawing  by  himself. 

From  a  microscopical  specimen  of  the  so-called  scarlet-fever 
streptococcus.  This  specimen,  dated  May  5th,  1887,  was  prepared 
by  Dr.  Klein,  and  a  drawing  is  given  so  that  a  comparison  may  be 
made  with  the  drawing  of  the  streptococcus  from  pyaemia  under 
precisely  the  same  conditions  of  amplification  and  illumination, 
x  1200.  Powell  and  Lealand's  apochromatic  T\  Horn.  imm. 
E.  P.  10. 
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DESCRIPTION  OF  PLATE  XXXI. 

To  illustrate  the  paper  of  Prof.  Crookshank  on  the  so-called 
Hendon  Cow  Disease  in  its  Relation  to  Scarlet  Fever  in  Man. 
(Page  371.) 

From  a  drawing  by  himself. 

From  a  microscopical  specimen  prepared  from  pus  from  a  pysemic 
abscess.  Stained  with  gentian-violet  by  the  method  of  Gram,  and 
contrast- stained  with  eosin.  x  1200.  Powell  and  Lealand's  apo- 
chromatic  ^  Horn.  imm.     E.  P.  10. 


Trans.  Path.  Soc.Vol.  XXXK.  Pl.XXXI . 


N 


0 


Streptococcus    frow    Py/emia.  X   1200. 

Powell  &  LeikiHl    A.pcchroina.uc    12  Rom.  mvm    EF  10. 

Edger  Crookshank  del .  FredK  Dan^erfteH  Lith.  London.  16424. 


DESCRIPTION  OF  PLATE  XXXII. 

To  illustrate  the  paper  of  Prof.  Crookskank  on  the  so-called 
Hendon  Cow  Disease  in  its  Relation  to  Scarlet  Fever  in  Man. 
(Page  371.) 

From  drawings  by  Mrs.  Crookskank. 
Artificial  cultivations  of  streptococcus  from  pyaemia. 

Fig.  1. — On  the  surface  of  nutrient  gelatine. 
FlG.  2. — On  the  surface  of  nutrient  agar-agar. 
Fig.  3. — In  the  depth  of  nutrient  gelatine. 
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spread  out  on  a  cover-glass  into  as  thin  a  film  as  possible  ;  the 
preparation  is  treated  in  the  ordinary  way,  that  is  to  say,  the  film 
is  allowed  to  dry,  and  the  cover  is  taken  up  with  forceps,  and 
passed  three  times  through  the  flame  with  its  prepared  side 
uppermost.  To  stain  the  preparation  I  employ  the  method  of 
Gram  and  eosin.  In  this  way  the  streptococci  are  stained  blue, 
and  stand  out  in  marked  contrast  to  the  rest  of  the  preparation.  I 
prefer  to  use  freshly  prepared  solution,  which  is  made  as  follows  : — 
Place  four  or  five  drops  of  pure  aniline  oil  in  a  test-tube,  fill  it 
three  quarters  full  with  distilled  water,  close  the  mouth  of  the 
tube  with  the  thumb,  and  shake  it  up  thoroughly ;  filter  the  emul- 
sion twice,  and  pour  the  filtrate  into  a  watch-glass  or  glass  capsule  ; 
to  the  perfectly  clear  aniline  water  thus  obtained  add  drop  by  drop 
a  concentrated  alcoholic  solution  of  gentian  violet  until  precipita- 
tion commences.  The  method  of  staining  is  as  follows : — Float 
the  cover-glasses  on  the  solution  for  ten  minutes  to  half  an  hour, 
then  transfer  them  to  iodiue-potassic-iodide  solution,  until  they 
assume  the  colour  of  a  tea  leaf;  then  immerse  them  in  alcohol 
until  they  are  decolourised;  dip  them  in  an  alcoholic  solution  of 
eosin  for  a  few  moments,  and  then  transfer  them  to  clove  oil  to 
clarify  the  film ;  to  remove  the  clove  oil  gently  press  the  cover 
between  two  layers  of  clean  filter  paper,  then  mount  in  xylol-balsam. 
(Plate  XXXI.) 

The  best  method  for  cultivating  the  organism  is  to  employ  a 
similarly  shaped  platinum  wire,  and  to  spread  a  droplet  of  the  pus  or 
blood  of  the  patient  over  the  surface  of  nutrient  agar-agar  solidified 
obliquely.  The  tubes  are  then  placed  in  the  incubator  at  37°  C.  ; 
the  streptococcus  will  appear  in  the  course  of  two  or  three  days  in  the 
form  of  minute  dotted  colonies.  (Plate  XXXII.)  If  present  alone, 
and  in  considerable  quantities,  the  inoculated  surface  will  exhibit  a 
pure  cultivation  consisting  of  a  number  of  such  colonies,  whilst  a 
flocculent  mass  is  observed  in  the  liquid  which  collects  at  the 
bottom  of  the  agar-agar  tubes  ;  this  flocculent  mass  will  be  found 
to  be  composed  of  chains.  Prom  such  a  tube  I  inoculate  a  number 
of  the  small  flasks  employed  in  M.  Pasteur's  laboratory  for  cultiva- 
tions in  liquids.  In  this  way  a  number  of  pure  cultivations  in 
milk  and  broth  are  established,  which  can  be  readily  examined 
from  time  to  time.  From  a  pure  cultivation  in  broth  or  agar-agar, 
tubes  of  nutrient  gelatine  can  be  inoculated.  (Plate  XXXII.) 
Cover-preparations  from  the  growths  on  solid  media  can  be  made  in 
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the  usual  way,  and  stained  with  either  a  watery  solution  of  fuchsin 
or  gentian-violet ;  but  to  staiu  preparations  made  from  milk  or  broth, 
or  from  the  liquid  in  agar-agar  tubes,  I  prefer  to  use  the  method  of 
Gram,  the  stain  will  then  be  removed  except  from  the  streptococci, 
and  very  beautiful  preparations  result.     (Plate  XXXIII.) 

Such  preparations  should  be  studied  minutely  with  the  best 
lenses  and  the  best  method  of  illumination  in  order  to  make  out 
all  the  minute  details.  The  individual  elements  composing  the 
chains  will  be  found  to  vary  considerably  in  size ;  here  and  there 
in  a  preparation  will  be  found  a  chain  composed  of  excessively 
small  elements,  in  another  part  the  elements  are  all  on  a  larger 
scale,  and  again  in  another  part  the  elements  will  be  peculiarly 
couspicuous  on  account  of  their  size.  Very  characteristic  appear- 
ances I'esult  from  the  fact  that  the  elements  enlarge  and  divide 
both  longitudinally  and  transversely,  and,  indeed,  the  largest 
elements,  for  the  most  part,  clearly  show  a  division  in  two  direc- 
tions, resulting  in  the  formation  of  tetrads.  So  great  is  the 
diversity  in  the  size  of  the  elements  of  some  of  the  chains  that  one 
might  imagine  that  there  was  more  than  one  kind  of  streptococcus 
l^resent  in  a  preparation  until  on  examining  some  of  the  longest 
chains  it  is  observed  that  various  sizes  are  represented  in  different 
lengths  of  the  same  chain.  In  addition  to  the  forms  resulting 
from  the  fission  of  the  elements,  there  are  here  and  there  in  a  chain, 
and  sometimes  terminally,  larger  elements,  which  are  spherical, 
spindle-shaped,  or  in  the  form  of  a  lemon.  In  the  length  of  the 
chains,  as  in  the  size  of  the  individual  elements,  there  is  usually  a 
great  diversity.  In  some  cases  they  are  composed  of  only  a  few, 
three  or  four  elements,  or  in  others  eight,  ten,  or  twenty.  Here 
and  there  an  exquisite  rosary  will  extend  in  a  straight  line  across 
the  field  of  the  microscope,  or  be  twisted,  curved,  or  serpentine  ;  in 
some  preparations  twisted  or  entangled  strands  are  observed  which 
are  composed  of  several  hundred  elements.  Such  chains  will  be 
found  to  be  much  thicker  in  one  part  than  another.  Another 
characteristic  appearance  is  produced  by  separation  of  the  elements 
resulting  from  fission  in  the  long  direction  of  the  chain,  by  which 
lateral  twigs  or  branches  are  formed.  Another  charactei',  which  is 
very  striking,  may  be  seen  when  the  individuals  in  a  chain  have 
become  separated,  an  unstained  or  faintly  stained  membrane  may 
be  found  bridging  across  the  interval.  This  will  become  still  more 
visible  in  some  of  the  preparations  contrast-stained  with  eosin.     I 
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Streptococcus  from    py/emia 

Powell  &l,ca.la"nd  Apochi'OTria,tici2  Horn   Tmin    E  P.  10. 

Crookshank  del.  FredkDBngerfidd  Lith.Lcmdon  16423 


DESCRIPTION  OF  PLATE  XXXIII. 

To  illustrate  the  paper  of  Prof.  Crookshank  on  the  so-called 
Hendon  Cow  Disease  in  its  Relation  to  Scarlet  Fever  in  Man. 
(Page  371.) 

From  a  drawing  by  himself. 

From  microscopical  specimens  of  artificial  cultivations  of  the 
streptococcus  in  broth  and  in  milk  at  different  stages  of  growth. 

In  these  preparations  there  is  a  great  diversity  in  size  and  form 
of  the  chains  and  their  component  elements.  In  the  drawing 
examples  are  figured  of  the  following  : 

a.  Chains  in  which  the  elements  are  more  or  less  uniform  in  size. 

b.  Chains    with    spherical    and    spindle-shaped    elements    at     irregular 

intervals.  These  are  conspicuous  hy  their  size  and  are  sometimes 
terminal. 

c.  Simple  chains  composed  of  elements  much  smaller  than  the  average 

size. 

d.  Branched  chains. 

e.  Complex  chains  with  elements  dividing  both  longitudinally  and  trans* 

versely,  and  varying  considerably  in  size  in  different  lengths  of  the 
same  chain,  x  1200.  Powell  and  Lealaud's  apochromatic  T^  Horn . 
imm.  E.  P.  10. 
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am  inclined  to  regard  this  as  a  sheath  analogous  to  the  sheath 
which,  in  the  leptothrix  filaments  of  anthrax,  surrounds  the 
individual  rods  of  which  the  filament  is  composed.  [Plates  XXXI 
and  XXXIII.] 

The  evidence  I  have  brought  forward  is  sufficient  to  show  that 
in  any  disease  accompanied  with  a  lesion  of  the  skin  or  mucous 
membrane,  in  which  the  blood  and  tissues  are  profoundly  affected 
by  the  virus  of  that  disease,  micro-organisms  gain  an  entrance 
into  the  circulation,  and  may  not  only  escape  destruction  but  may 
gain  the  upper  hand  and  set  up  destructive  processes.  And  it  is 
interesting  to  observe  in  connection  with  this,  that  the  streptococcus 
was  isolated  in  all  cases  at  or  about  the  time  at  which  the  tempera- 
ture  was  highest ;  in  other  words,  at  a  time  when  the  tissue 
resistance  to  an  invasion  of  micro-organisms  would  be  lowered. 
Occurrence,  therefore,  of  this  streptococcus,  which  has  been  desig- 
nated Streptococcus  pyogenes,  in  certain  cases  of  diphtheria,  scarlet 
fever,  vaccinia,  variola,  measles,  typhoid  fever,  must  be  regarded 
as  a  secondary  result  associated  with  suppuration  or  with  septic 
or  pyaemic  complication  ;  and  thus  I  am  forced  to  the  conclusion 
that,  excepting  negative  evidence,  bacteriology  has  not  assisted  us 
the  least  in  the  determination  of  the  real  nature  of  the  morbific 
agent  or  actual  contagium  of  the  exanthemata.  That  there  are 
certain  diseases,  such  as  anthrax,  chicken  cholera,  tuberculosis, 
septicaemia  of  mice,  in  which  a  micro-organism  is  the  principal 
agent  in  producing  the  disease,  is,  I  am  sure,  accepted  by  all  or 
nearly  all  modern  pathologists ;  but  we  are  nevertheless  far  from 
having  solved  the  nature  of  the  contagium  of  all  communicable 
diseases.  In  many  cases,  as  in  hydrophobia,  where  bacteria  have 
been  from  time  to  time  brought  forward  as  the  specific  agents, 
they  have  been  gradually  substituted  by  the  less  definable  term 
"  virus."  Bacteriology  misapplied  in  pathology  will  be  both  mis- 
leading and  mischievous,  and  I  maintain  that  this  criticism  is 
applicable  if  a  micro-organism  is  regarded  without  doubt  as  the 
actual  contagium  of  a  disease,  such  as  scarlatina  in  man,  in  the 
face  of  obvious  fallacies,  and  without  its  affording  the  general  and 
experimental  evidence  which  is  usually  regarded  as  necessary  for 
admitting  a  causal  connection  between  micro-organisms  and  disease. 

As  bearing  upon  this  question  of  the  etiology  of  scarlet  fever,  I 
would  observe  that  Dr.  Klein  regarded  it  as  an  important  piece  of 
evidence  that  in  a  certain  brand  of  condensed  milk  under  suspicion 

26 
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of  producing  scarlatina,  a  streptococcus  was  found  which  had  a 
"  striking  resemblance  "  in  its  morphological  and  cultural  characters 
to  the  streptococcus  of  scaidatina,  and  further,  in  a  monkey  supposed 
to  have  died  of  scarlet  fever,  a  similar  micro-organism  was  found. 
This  monkey  died  in  a  house  where  scarlet  fever  had  occurred. 
From  the  presence  of  this  streptococcus  and  from  the  anatomical 
condition  of  the  viscera,  Dr.  Klein  regarded  as  without  doubt  the 
unity  of  this  unknown  disease  with  acute  scarlatina  in  man.  The 
post-mortem  appearances,  however,  were  obviously  from  the  descrip- 
tion the  post-mortem  appearances  of  septicemia. 

Formerly  certain  differences  in  the  result  of  inoculation  of 
animals  were  regarded  as  establishing  a  distinction  of  species  ;  but 
further  researches  have  shown  that  often  these  differences  are  not 
constant,  and,  moreover,  in  the  history  of  the  well-known  patho- 
genic organisms  we  meet  with  different  effects  produced  by  one 
and  the  same  species.  Indeed,  we  find  that  the  pathogenic  effect 
depends  upon  several  conditions,  such  as  the  source  of  the  micro- 
organism, the  dose,  the  mode  and  place  of  infection,  and  the 
nature  of  the  inoculated  soil.  The  principal  method  of  attenuation 
of  virus  depends  upon  the  fact  that  by  passing  organisms  through 
different  animals  they  assume  different  properties.  The  anthrax 
bacilli  from  sheep  are  fatal  to  sheep,  but  if  passed  through  mice 
produce  a  transitory  illness.  The  microbe  of  swine  erysipelas 
passed  through  pigeons  is  increased  in  pathogenic  power,  but  by 
passing  through  rabbits  is  progressively  diminished,  producing 
only  a  mild  disease.  But  not  only  is  the  pathogenic  effect 
different,  but  the  organism  itself  may  be  altered.  Thus,  according 
to  Huber,  anthrax  bacilli  from  the  guinea-pig  are  thicker  than 
when  they  are  derived  from  the  mouse  or  sheep,  and  the  latter  are 
thicker  than  in  the  rabbit. 

The  bacilli  of  tuberculosis  of  birds,  of  cattle,  and  of  man  differ 
slightly  in  their  size  and  their  distribution  in  the  tissues.  Further, 
corresponding  with  the  slightest  deviation  from  the  typical  form 
of  a  micro-organism  there  will  be  correspondingly  minute  differences 
in  the  appearances  to  the  naked  eye  of  the  cultivations  ;  so  that  we 
must  not  be  too  ready  to  deny  the  identity  of  two  micro-organisms 
which  only  differ  in  some  excessively  minute  difference  in  appear- 
ance, in  form,  in  cultures,  or  in  effect.  Therefore,  because  there 
was  not  a  complete  identity  but  only  a  striking  resemblance  in  the 
appearances  on  cultivation  and  under  the  microscope,  we  must  not 
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on  this  ground  be  too  ready  to  exclude  the  evidence  of  the  con- 
densed milk. 

What  really  renders  this  evidence  of  practically  no  value  what- 
ever is  the  fact  that  in  a  vast  number  of  diseases  and  conditions 
there  are  found  streptococci  which,  in  their  characters  on  cultiva- 
tions, and  under  the  microscope,  and  in  their  pathogenic  properties, 
are  not  to  be  distinguished  with  certainty  or  at  all  from  the 
streptococcus  in  scarlatina. 

I  will  proceed  to  enumerate  these  conditions. 

Diseases  and  conditions  in  which  streptococci  are  found  which  have 
been  proved  to  be  in  some  cases  identical,  in  others  strikingly 
similar  to  the  streptococcus  occasionally  found  in  scarlatina  in 
man. 

I  have  already  described  the  occurrence  of  a  streptococcus  in 
pyaemia  and  septicaemia  and  puerperal  septicaemia.  In  abscesses 
a  chain-forming  micrococcus  was  first  described  by  Ogston.  It 
was  later  studied  by  the  methods  of  cultivation  introduced  by 
Koch  and  named  by  Rosenbach  Streptococcus  pyogenes.  According 
to  Fliigge,  after  -  subcutaneous  inoculation  of  mice  with  a  small 
quantity  of  a  cultivation,  there  is  no  result  in  80  per  cent,  of  the 
animals  experimented  on.  Sometimes  there  is  limited  pus-forma- 
tion at  the  seat  of  inoculation,  sometimes  the  animals  die  without 
any  very  striking  pathological  appearances. 

In  three  cases  of  typical  diphtheria  Loffler  found  a  streptococcus. 
He  isolated  it  by  cultivation,  found  that  it  was  similar  in  form, 
characters  on  cultivation,  and  effects  after  inoculation,  to  Fehleisen's 
streptococcus  of  erysipelas.  Loffler  was  not  inclined  to  regard 
them  as  identical,  because  Fehleisen  never  found  his  cocci  in  the 
blood-vessels.  Fliigge  named  the  organism  Streptococcus  articulorum, 
and  states  that,  after  subcutaneous  inoculation  or  injection  of  a 
cultivation  in  mice,  a  large  proportion  of  the  animals  die,  and  in 
the  sections  of  the  spleen  and  other  organs  the  streptococci  are 
again  seen.  Baumgarten  investigated  the  same  subject,  and 
decided  that  the  streptococcus  was  identical  with  Streptococcus 
pyogenes. 

In  erysipelas  Fehleisen  isolated  a  streptococcus  and  described 
the  appearances  on  cultivation.  Fehleisen  regarded  the  organism 
as  quite  distinctive,  with   special  characters  on  cultivation ;  but 
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Rosen  bach  pointed  out  the  extremely  close  resemblance  in  every 
respect   to    the  Streptococcus  pyogenes,   though   he    described    an 
apparent  difference  on  cultivation  on  nutrient  agar-agar.     Further 
investigation,    however,    by   other   observers    showed    that   these 
organisms  could  not  be  distinguished  with  certainty  by  either  their 
morphological  appearances  or  by  their  characters  on  cultivation. 
Moreover,  the  marked  differences  which  have  been  described  after 
inoculation  were  not  obtained   by  those  who  repeated  the  experi- 
ments.    Passet  found  that  the  results  of  inoculating  Streptococcus 
pyogenes  in  the  rabbit's  ear  induced  a  very  similar  condition  to  the 
result  of  inoculation  of  Streptococcus  erysipelatis ;  and'both  organ- 
isms, by  subcutaneous  inoculation,  and  by  inoculation  in  the  cornea 
of  rabbits  and  other  animals,  induced  results  without  any  constant 
difference.     Passet  showed  that  the  inoculation  of  the  cornea  pro- 
duced the  same  form  of  keratitis.     Hoffa  and  Hajek  described 
minute  differences    at  the    seat  of  inoculation,  but    Biondi    and 
Eiselsberg  repeated  the  experiments,  and  failed  to  establish  the 
alleged  differences.      Baumgarten  also  investigated  this  subject, 
and  failed  to  prove  any  essential  difference,  and,  indeed,  found 
much  more  often  than  might  have  been  expected  from  the  publica- 
tions   of    previous    authors  that    no    marked    result    at    all   was 
obtained   on    inoculation ;    and   he   concluded   that    Streptococcus 
pyogenes  and  Streptococcus  erysipelatis  in  their  form,  cultivation,  and 
their  effects    on  animals  were  identical.       Thus   Passet,  Biondi, 
Eiselsberg,  Baumgarten,  and  Frankel  have  definitely  accepted  the 
identity  of  the  streptococcus  associated  with  suppuration,  and  the 
streptococcus  associated  with  ei'ysipelas. 

From  a  case  of  spreading  gangrene,  which  was  identical  with 
Ogston's  erysipelatoid  wound  gangrene,  and  regarded  by  him  as 
the  most  intense  and  dangerous  form  of  erysipelas,  Rosenbach 
obtained  pure  cultivations  of  a  streptococcus  by  incising  the  skin 
of  the  limb,  and  inoculating  tubes  from  the  turbid  reddish  fluid 
which  escaped.  That  the  streptococcus  was  identical  with  Strepto- 
coccus pyogenes  was  ascertained  by  comparison,  with  a  cultivation 
derived  from  pus,  of  the  mode  of  growth,  and  of  the  effect  ou 
animals. 

Surgical  fever. — Eiselsberg  proved  the  presence  of  a  streptococcus 
in  the  blood  of  several  cases  of  surgical  fever  in  Billroth's  clinic. 
The  organism  was  identified  by  cultivation  with  Streptococcus 
pyogenes. 
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In  vaccine  lymph,  Colin  and  others  have  recognised  the  presence 
of  micro-organisms.  Guttman  and  Pfeiffer  have  separated  the 
different  species  by  Koch's  methods.  Guttnian  found  — (1)  Micro- 
coccus pyogenes  aureus  ;  (2)  Staphylococcus  viridis  flavescens  ;  (3) 
Staphylococcus  cereus  albus.  (Syn.  Micrococcus  vaccinia?,  Cohn, 
Voigt,  G-arre).  Dr.  Klein  has  isolated  a  micrococcus  which  he  calls 
Streptococcus  vacciniee,  and  states  to  be  identical  with  one  of 
Guttman' s  cocci.  But  the  Streptococcus  pyogenes  may  occur  in 
vaccine  lymph,  and  Pfeiffer  regards  it  as  the  result  of  con- 
tamination. Hence,  it  is  suggested  that  before  calf  lymph  is 
employed  for  vaccination  it  should  be  tested  on  a  rabbit's  ear.  If 
in  two  days  no  rash  has  been  produced,  the  possibility  of  the 
presence  in  the  lymph  of  Streptococcus  pyogenes  or  erysipelatis  is 
excluded.  The  nature  of  the  contagium  in  vaccinia  as  in  scarlet 
fever  is  unknown. 

Hlava  has  established  the  presence  of  Streptococcus  pyogenes  in 
the  pustules  of  variola,  and  Garre  found  streptococci  in  the  internal 
organs  in  a  case  of  variola  hemorrhagica. 

In  a  fatal  case  of  variola  complicated  with  pemphigus,  Garry 
fouud  a  streptococcus  in  the  pemphigus  vesicles.  Whether  it 
was  identical  with  Streptococcus  erysipelatis  Garre  left  an  open 
question. 

In  1868  Professor  Brown  figured  a  streptococcus  in  the  milk  of 
cows  affected  with  foot-and-mouth  disease.  From  the  vesicles  of 
this  disease  in  sheep,  Dr.  Klein  isolated  a  streptococcus  which 
he  regarded  as  the  contagium  of  the  disease.  From  Dr.  Klein's 
description  of  its  morphological  features  and  characters  on  cultiva- 
tion it  closely  corresponds  with  Streptococcus  pyogenes.  Mr.  Watson 
Cheyne  investigated  the  same  disease,  and  informs  me  that  he  also 
isolated  a  streptococcus,  which  he  concluded  was  Streptococcus 
pyogenes.  Baunigarten  also  regards  Dr.  Klein's  alleged  contagium 
as  most  probably  the  Streptococcus  pyogenes.  Against  the  fact  of 
this  organism  being  the  virus  of  this  disease,  and  in  favour  of  its 
being  Streptococcus  pyogenes,  we  have  the  results  of  inoculation 
experiments.  A  great  number  of  subcutaneous  inoculations  in 
sheep  were  without  any  result.  One  of  several  guinea-pigs  fed 
with  the  organism  had  an  abscess,  another  an  ulcer.  Iu  sheep  fed 
with  the  organism,  two  out  of  nine,  after  a  number  of  repeated 
administrations,  developed  a  disease,  regarded  by  Dr.  Klein  as 
foot-and-mouth  disease.     There  is  the  possibility  of  two  fallacies— 
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one  that  the  disease,  if  really  foot-and-mouth  disease,  may  have 
occurred  incidentally  ;  the  other,  that  the  result  which  occurred 
may  have  been  a  spurious  form  of  foot-and-mouth  disease.  The 
control  experiment  of  exposing  a  number  of  sheep  with  these  two 
sheep  to  see  if  the  disease  would  spread  was  wanting. 

Semner  cultivated  streptococci  from  the  blood  and  lymphatic 
glands  of  a  sheep  suffering  from  cattle  plague.  A  calf  inoculated 
with  a  cultivation  was  stated  to  have  died  in  seven  days  from  cattle 
plague.  The  cocci  were  stated  to  lose  their  virulence  by  successive 
cultivation,  and  the  weakened  cultivation  to  protect  against  the 
virulent  disease.  I  think  it  extremely  likely  this  was  another 
manifestation  of  Streptococcus  pyogenes,  and  that  the  animal  died 
very  probably  of  septic  infection.  Dr.  Klein  is  also  of  opinion,  in 
spite  of  Semner1  s  statements,  that  the  specific  nature  of  these 
micro-organisms  cannot  be  considered  to  be  established. 

In  a  severe  case  of  swine  fever,  with  well-marked  intestinal 
ulceration,  I  have  obtained  from  the  blood  of  the  spleen  a  mixed 
cultivation  of  streptococci  and  other  organisms.  Isolation  and 
cultivation  in  the  pure  state  are  not  yet  completed.  It  was  very 
probably  mixed  infection  with  Streptococcus  pyogenes. 

Babes  observed  the. presence  of  streptococci  in  the  vessels  of  the 
kidney  and  liver  in  yellow  fever.  Cultivation  experiments  are 
wanting.  It  was  probably  secondary  infection  with  Streptococcus 
pyogenes. 

Babes,  in  a  case  of  fievre  bilieuse  typhoide,  found  masses  of 
streptococci  filling  the  vessels  of  the  liver,  kidney,  and  spleen. 
Probably  another  instance  of  secondary  infection  with  Streptococcus 
pyogenes. 

From  the  blood  and  from  inflammatory  post-products  in  measles 
Babes  isolated  a  streptococcus,  which  he  describes  as  closely  resem- 
bling the  Streptococcus  pyogenes. 

Wyssokowitsch  found  cocci  in  the  internal  organs  in  ulcerative 
endocarditis,  and  produced  the  disease  in  animals  after  injury  to 
the  valves  by  injection  of  Streptococcus  pyogenes  and  other  organisms. 
Wechselbaum,  by  microscopical  research  and  by  cultivation  experi- 
ments, proved  the  presence  of  Streptococcus  pyogenes  in  acute 
verrucous  endocarditis.  Baumgarten  confirmed  this.  He  found 
Streptococcus  pyogenes  alone  in  one  case  and  accompanied  by  Staphy- 
lococcus aureus  in  another. 

Senger  found  a  streptococcus  in  a  case  of  typhoid  with  secondary 
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infection.  This  was  probably  Streptococcus  pyogenes.  Dunin  found 
the  well-known  pyogenic  organisms  in  post-typhoid  suppuration, 
mostly  as  staphylococci,  but  sometimes  streptococci. 

Wechselbaum  found  the  Streptococcus  pneumoniae,  which  resembled 
Streptococcus  pyogenes  and  erysipelatis  morphologically  and  on 
cultivation.  It  was  found  in  twenty-one  cases  of  pneumonia  by 
microscopical  research,  and  cultivated  in  nineteen.  It  had  no 
effect  on  the  rabbit's  ear.  Baumgarten,  nevertheless,  regards  this 
as  Streptococcus  pyogenes,  and  is  of  opinion  that  it  is  only  a  matter 
of  further  research  to  establish  that  view. 

Neumann  found  streptococci  by  microscopical  research  in  the 
lungs,  and  by  cultivation  isolated  a  streptococcus  in  pneumonia 
after  typhoid.  It  corresponds  with  Wechselbaum's  streptococcus 
in  not  affecting  the  rabbit's  ear. 

Eosenbach  obtained  a  pure  cultivation  of  Streptococcus  pyogenes 
in  a  case  of  empyema.  Wechselbaum  in  two  cases  also  established 
its  presence. 

Thaon  found  a  streptococcus  in  the  lungs  of  children  in  fatal 
cases  of  broncho-pneumonia  complicating  measles,  diphtheria,  and 
whooping-cough.  It  was  regarded  as  identical  with  the  strepto- 
coccus isolated  by  Loffler  from  diphtheria.  Frankel  discovered  a 
streptococcus  in  the  lungs  of  a  case  of  true  croup  complicated  with 
broncho-pneumonia,  and  by  cultivation  established  its  identity 
with  Streptococcus  pyogenes. 

Koch  produced  a  disease  in  mice  by  subcutaneous  injection  of 
putrid  blood.  In  tissue  sections  a  chain  coccus  was  found,  and 
Baumgarten  is  of  opinion  that  it  is  vei'y  probably  identical  with  the 
Streptococcus  pyogenes ;  but  cultivations  are  still  wanting. 

Charrin  found  cocci  in  rabbits,  examined  some  hours  after  death, 
from  anthrax.  These,  when  isolated,  produced  death  in  rabbits 
from  septicaemia  without  suppuration.  Chains  composed  of  from 
fifteen  to  twenty  elements  were  found  in  all  the  organs.  This 
was  probably  another  instance  of  Streptococcus  pyogenes. 

Kassowitz  and  Hochsinger  found  the  presence  of  a  streptococcus 
in  the  tissues  and  internal  organs,  and  especially  in  the  blood- 
vessels, in  fatal  cases  of  congenital  syphilis.  These  observers 
regarded  their  discovery  as  having  an  important  bearing  on  the 
etiology  of  syphilis,  but  Kolisko  pointed  out  that  it  was  only  the 
result  of  septic  infection  with  presence  of  Streptococcus  pyogenes,  as 
had  already  been  established  in  scarlet  fever. 
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From  the  meningeal  exudation  of  a  case  of  apparently  idiopathic 
cerebro-meningitis  Banti  found  by  Koch's  methods  the  presence  of 
Streptococcus  pyogenes  and  Staphylococcus  aureus  and  albus.  The 
cocci  probably  entered  through  an  abscess  of  the  jejunum. 

Widmark  isolated  by  cultivations  Streptococcus  pyogenes  and 
other  organisms  from  cases  of  blepharadenitis  and  phlegmonous 
dacryocystis.  In  plegmonous  dacryocystis  Widmark  found  Strepto- 
coccus pyogenes  almost  exclusively. 

Fliigge  cultivated  a  streptococcus  from  necrotic  patches  in  the 
spleen  of  a  fatal  case  of  leukaemia.  Cultures  corresponded  very 
closely  with  Streptococcus  pyogenes.  Inoculation  in  the  ears  of 
rabbits  produced  similar  results  to  Streptococcus  pyogenes  or 
erysipelatis.  Fliigge  calls  it  Streptococcus  pyogenes  malignus,  but 
concludes  that  it  is  probably  identical  with  the  streptococcus  from 
pus. 

Nicolaier,  and  later  G-uarneri,  isolated  a  streptococcus  from  soil. 
Microscopically  it  could  not  be  distinguished  from  other  strepto- 
cocci. Baumgarten  is  of  opinion  that  it  is  neither  in  form  nor  in 
cultivation  to  be  distinguished  with  certainty  from  Streptococcus 
pyogenes. 

Emmerich  succeeded  in  proving  the  presence  of  streptococci  in 
the  air  of  a  hospital  where  erysipelas  had  broken  out.  These 
cocci  in  their  form,  their  characters  on  cultivation,  and  in  inocula- 
tion results,  were  identified  with  the  Streptococcus  erysipelatis. 

Baumgarten  points  out  that  in  the  most  various  substances 
undergoing  putrefaction  streptococci  are  always  found  which 
morphologically  are  exactly  similar  to  the  Streptococcus  erysipelatis. 
Baumgarten,  thei'efore,  regards  it  as  otuite  possible  that  the  Strepto- 
coccus erysipelatis  or  pyogenes  is  essentially  a  saprophytic  organism 
— that  is  to  say,  an  organism  which  may  be  found  wherever  there 
is  decaying  organic  matter — and  that  its  parasitism  is  only  inci- 
dental. 

From  the  evidence  I  have  adduced,  and  from  the  facts  I  have 
described,  I  am  led  to  the  belief  that :  1.  The  nature  of  the  con- 
tagium  of  scarlet  fever  is  unknown.  2.  The  streptococcus  regarded 
by  Dr.  Klein  as  the  contagium  is  a  septic  microbe.  3.  This 
streptococcus  is  found,  sometimes  in  company  with  Staphylococcus 
pyogenes  aureus  as  a  secondary  result  in  scarlet  fever  and  many 
other  diseases.  4.  A  streptococcus  was  first  observed  in  scarlet 
fever  by  Crooke,  later  by  Loftier,  and  by  Heubner  and  Bahrdt  j 
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but  its  exact  relation  to  scarlet  fever  and  its  identity  with  the 
streptococcus  from  pus  and  puerperal  fever  were  definitely  esta- 
blished in  1885  by  Frankel  and  Freudenberg. 

December  15th,  1887,  and  January  17th,  1888. 


2.  A  note  on  the  histology  of  sterile  incubated  cancerous  and 
healthy  tissues.1 

By  Samuel  G-.  Shattock  and  Charles  A.  Ballance. 
[With  Plates  XXXIV  and  XXXV.] 

In  our  previous  communication  we  were  able  to  show  that  portions 
of  cancer  (i.  e.  carcinoma  or  sarcoma)  and  portions  of  normal 
tissues,  viz.  muscle,  kidney,  testicle,  liver,  submaxillary  salivary 
gland,  could  be  maintained  sterile  upon  blood-serum,  agar-agar, 
and  in  nutrient  jelly  for  an  indefinite  period  at  a  temperature  of 
100°  F.  Some  of  the  tubes  which  we  had  the  honour  of  submitting 
to  the  Society  this  time  last  year  we  are  able  to  show  this  evening  ; 
they  are  still  sterile,  and  the  cancer  lumps  within  them  appear  as 
though  only  just  removed  from  the  operating  room. 

In  these  experiments  no  antiseptics  were  used ;  the  precise  details 
of  the  method  are  described  in  the  former  paper. 

We  now  propose  to  record  briefly  the  histological  appearances 
exhibited  by  sterile  incubated  tissues,  cancerous  and  healthy.  We 
had  made  some  observations  on  this  subject  at  the  time  our  paper 
was  read  last  year,  but  we  did  not  think  that  we  should  be  justified 
in  bringing  them  before  the  Society  until  we  had  made  further 
observations,  and  the  matter  still  needs,  indeed,  much  more  in- 
vestigation. We  have  during  the  last  year  incubated  portions  of 
nearly  forty  malignant  tumours,  and  have  made  a  large  number  of 
experiments  with  healthy  tissues.  These  have  been  submitted  after 
incubation  to  microscopical  examination.  The  staining  reagents 
employed  have  been  logwood  and  fuchsin,  as  we  found  that  they 

1  Towards  the  expenses  of  this  research  a  grant  was  made  hy  the  British 
Medical  Association,  on  the  recommendation  of  the  Scientific  Grants  Committee 
of  the  Association. 
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best  show  the  nuclear  changes,  and  the  microscopical  examina- 
tions were  made  with  -J3-  (Zeiss)  water  immersion,  combined  with 
Ocular  1  or  3  ;  Reichert's  -j1^  homogeneous  immersion,  Oc.  3  ;  Zeiss's 
apochromatic  J^  homogeneous  immersion  Oc.  8.  The  phenomena 
have  been  observed  when  the  piece  of  cancer  has  been  allowed  to 
rest  upon  a  solid  medium  above  the  drop  of  fluid  which  always 
collects  at  the  lower  end  of  the  test-tube.  If  it  soaks  in  the  wa/ter, 
or  if  micro-organisms  grow  within  the  tube,  or  if  the  tube  contain 
fluid  nutrient  jelly,  the  specimen  becomes  spoilt  in  a  great  measure 
for  subsequent  examination.  The  portion  of  cancer  between  its 
removal  from  the  patient  and  its  transference  to  the  incubator 
must  be  maintained  at  a  temperature  of  100°  F. 

The  appearances  in  question  we  have  observed  in  both  incubated 
and  in  unincubated  cancer,  and  from  numerous  observations  we 
can  affirm  that  similar  changes  are  not  to  be  observed  in  normal 
tissues  under  similar  circumstances. 

These  changes  we  may  describe  in  detail  from  a  portion  of 
mammary  scirrhus,  after  eight  days'  incubation,  the  specimen  being 
transferred  to  Midler's  fluid,  and  then  to  spirit,  after  having  been  in 
the  tube  for  ninety  days,  and  remaining  sterile  for  the  whole  of  this 
period.  The  tumour  was  removed  on  February  7th,  1887,  from  a 
widow,  aged  51,  whose  mother  had  died  of  cancer  of  the  breast. 

The  patient  had  had  inflammation  of  both  breasts  during  lactation. 

Three  years  ago  she  noticed  a  small  hard  swelling  at  the  outer 
border  of  the  left  breast ;  this  gradually  increased,  and  at  the  date 
of  operation  was  of  considerable  size.  The  superjacent  skin  was 
adherent  for  about  two  and  a  half  inches ;  tumour  movable  over 
the  pectoralis.     The  axillary  and  cervical  glands  were  diseased. 

Epithelium. — The  outline  of  the  cell-protoplasm  is  not  visible. 
The  nuclei  of  the  epithelial  cells  are  very  granular,  the  nuclear 
matrix  between  the  granules  being  either  slightly  stained  or  colour- 
less. In  some  of  the  nuclei  there  is  a  distinct  coloured  network 
(nucleoplasm).  There  are  in  addition  distinct  granules  of  larger 
size,  or  nucleoli.  A  delicate  continuous  outline  exists  to  all  the 
nuclei.  Many  of  the  nuclei  have  a  spinous  border  due  to  the 
projection  of  the  peripheral  of  the  granules  noticed,  the  limit  of 
the  nucleus  remaining  clearly  defined.  In  other  cells  the  granules 
have  passed  beyond  the  proper  margin  of  the  nucleus,  and  lie  in 
the  cell-protoplasm,  an  extremely  delicate,  threaddike  process  or 
stalk  still  connecting  the  granule  in  many  instances  with  the  rest 
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of  the  nucleus.  The  granules  vary  in  size  on  leaving  the  cell-nuclei. 
They  are  mostly  spheroidal,  and  in  many  instances  oval,  or 
comma-shaped,  or  with  a  more  delicate  filament  or  tail.  The 
matrix  in  some  of  the  nuclei  is  uncoloured,  and  with  comparatively 
few  darker  points  ;  in  some  of  these  nuclei  one  or  two  granules 
remain  attached  to  the  nucleus  by  a  delicate  process,  the  nucleus 
itself  being  scarcely  distinguishable.  The  explanation  of  this  last 
appearance  may  be  that  the  granules  have  all  passed  out  of 
the  nucleus.  Similar  granules  occur  here  and  there  free  in  the 
loculi. 

Fibrous  tissue. — The  nuclei  of  the  corpuscles  are  of  two  sizes. 
The  smaller  are  more  or  less  circular  in  outline,  and  deeply  stained 
throughout,  the  nviclear  matrix  and  nucleoplasm  being  in  most 
instances  indistinguishable  from  each  other.  Around  the  nucleus 
the  cell-protoplasm  is  discernible  as  a  narrow  hazy  zone.  At  the 
circumference  of  the  nucleus  are  numerous  projections  of  various 
sizes,  some  sessile,  others  stalked,  and  others  free  of  the  nucleus  ; 
these  are  deeply  stained,  and  still  lie  in  the  cell-protoplasm.  The 
larger  nuclei  are  variously  shapen,  some  regularly  oval  and  of 
considerable  size,  with  distinct  granules  and  clear  matrix,  others 
narrow  and  of  less  regular  form,  and  darkly  and  uniformly  stained  ; 
and  around  these  latter  are  particles  like  those  first  noticed.  In 
the  case  of  the  connective-tissue  corpuscles,  the  buds  are  for  the 
most  part  larger  and  less  regular  in  size  than  those  described  in 
connection  with  the  nuclei  of  the  epithelial  cells.  In  the  fibrous 
tissues  around  the  corpuscles  are  minute  granules,  presumably 
arising  in  one  or  both  of  the  above  ways,  and  passing  into  the 
clefts  of  the  tissue ;  the  granules,  of  Avhich  the  smallest  are  hardly 
visible,  are  fairly  uniformly,  and  thickly  distributed. 

These  appearances  we  have  observed  in  the  incubated  pieces  of 
several  carcinomata  (and  in  sarcoma)  though  not  to  the  above 
degree. 

In  a  second  case,  for  example,  in  which  a  portion  of  scirrhus  of 
the  breast  had  been  incubated  for  thirty-three  days  and  left  fifty- 
five  days  in  the  tube,  i-emaining  sterile  throughout,  the  appearances 
observed  in  sections  stained  with  logwood  are  as  follows : 

Epithelium. — Nuclei  sharp,  well-defined,  extrusion  of  coloured 
particles,  some  pedunculated,  others  free  within  the  granular  cell- 
protoplasm  (the  outline  of  the  cell-body  being  distinct),  others 
free  in  the  alveolus.     Unstained  epithelial  cells  occur  in  the  groups, 
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in  which  cells  no  nucleus  is  discernible.  The  granules  in  the  alveoli 
are  often  distinctly  comma- shaped. 

Fibrous  tissue. — The  corpuscles  in  a  few  spots  show  budding 
of  granules  from  the  nucleus  ;  in  the  fibrous  tissue  in  their  vicinity 
there  are  in  places  a  few  free  granules. 

The  patient  from  whom  the  preceding  specimen  was  obtained 
was  aged  35,  married  ;  no  family  history  of  cancer  ;  eight  children, 
the  last  being  five  weeks  old.  Twelve  months  ago  a  small  hard 
lump  was  noticed  at  the  upper  and  inner  part  of  the  left  bi'east. 
The  tumour  has  been  growing  rapidly  since  the  last  confinement. 
The  skin  was  infiltrated  and  adherent  to  the  new  growth,  adherent 
to  pectoralis ;  nipple  not  retracted.  The  axillary  glands  were 
diseased. 

In  a  third  case  the  tumour  was  a  small  scirrhus  from  the  right 
breast  of  a  single  woman  aged  50.  No  family  history  of  cancer. 
The  growth  had  been  noticed  for  fifteen  months ;  many  axillary 
glands  were  diseased.  The  piece  of  tumour  was  incubated  for 
twelve  days  and  examined  after  having  been  in  the  tube  altogether 
twenty  days. 

Nuclei  of  epithelium  spinous  ;  extrusion  of  coloured  particles 
into  the  cell- protoplasm,  the  limits  of  which  are  easily  seen  ;  there 
are  a  few  granules  free  of  the  cells  ;  some  of  the  granules  are 
distinctly  comma-shaped. 

The  nuclei  of  some  of  the  smaller  connective-tissue  cells  show 
budding  from  their  margins. 

In  a  fourth  the  tumour,  from  a  private  patient  aged  about  60, 
was  adherent  to  the  skin,  which  was  not  ulcerated  and  excoriated. 
Axillary  glands  diseased. 

A  portion  incubated  for  five  days  and  kept  in  the  tube  altogether 
eight  days,  shows  in  fuchsin  and  in  logwood  preparations  the 
following  appearances  : 

Epithelium. — Nuclei  lightly  stained  with  darker  points  sharply 
defined ;  cell-protoplasm  unstained,  nebulous.  From  the  margins 
of  the  nuclei  there  project  granules  of  deeply  stained  substance, 
some  attached  by  stalks.  These  granules  become  disconnected 
with  the  nucleus  so  as  to  be  free  in  the  cell-protoplasm.  In  some 
of  the  alveoli  there  are  similar  granules  which  appear  to  be 
free.  In  other  places  the  nucleus  is  divided  into  larger  irregular 
parts. 

Fibrous   tissue.— Nuclei   of  corpuscles  very  granular;    budding 
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of  coloured  substance  in  places ;  a  few  granules  free  in  the 
tissue. 

Another  piece  of  this  tumour  was  incubated  in  nutrient  gelatine 
for  five  days  and  was  kept  in  the  tube  altogether  sixty-three  days 
before  hardening  for  section.  The  appearances  presented  by  this 
preparation  are  the  same  as  those  just  described. 

In  a  fifth  case  the  tumour  was  noticed  nine  months  previously 
as  a  hard  lump  in  the  right  breast  the  size  of  a  walnut ;  has 
grown  rapidly  during  the  last  four  months.  The  patient  was  aged 
52  ;  twelve  children,  three  miscarriages.  The  breast,  on  admission, 
was  infiltrated  with  new  growth,  and  about  the  size  of  an  orange, 
not  adherent  to  pectoralis  or  to  skin  ;  axillary  glands  extensively 
diseased. 

A  piece  of  the  tumour  incubated  for  seven  days  on  agar,  and 
placed  after  that  period  in  Midler's  fluid,  &c,  shows : 

Epithelium. — Cell-protoplasm  with  difficulty  discernible  in  most 
places,  nuclei  very  granular ;  the  nuclei  present  minute  sessile 
eminences,  and  here  and  there  a  stalked  or  capitate  process  of 
deeply  stained  substance,  in  all  respects  like  that  forming  the 
coloured  portions  of  the  nucleus.  Free  granules  of  similar  kind 
occur  in  the  alveoli  and  in  the  fibrous  tissue. 

In  a  sixth  case,  a  small  atrophic  scirrhus  of  the  breast  from  a 
woman  aged  61,  the  tumour  had  been  noticed  for  six  months ; 
there  was  a  history  of  injury.  The  growth  was  nearly  central, 
and  had  led  to  puckering  of  the  superjacent  skin.  No  glands 
were  felt  enlarged  and  none  were  removed  at  the  operation.  The 
following  appearances  are  observable  in  sections  of  portion  of 
the  tumour  after  nine  days'  incubation  : 

Epithelium. — Nuclei  very  granular ;  budding  of  the  nucleo- 
plasm or  chromatin  from  the  margins  of  several  of  the  nuclei ; 
some  of  the  extruded  granules  have  fine  stalks  of  considerable 
length,  three  or  four  times  the  diameter  of  the  granule.  Similar 
granules  occur  in  the  cell-protoplasm  disconnected  with  the  nucleus, 
and  others  free  in  the  alveoli,  and  in  the  adjacent  fibrous  tissue. 

Fibrous  tissue. — Nuclei  of  corpuscles  very  granular;  here  and 
there  fine  budding  occurs. 

In  a  seventh  case  the  tumour  was  from  a  single  woman  aged  41, 
and  was  a  small  atrophic  scirrhus  of  the  breast,  situated  to  the 
inner  side  of  the  nipple.  There  were  two  hard  glands  felt  in  the 
axilla. 
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A  piece  of  the  tumour  after  eight  days'  incubation  on  agar, 
shows,  in  sections  stained  with  fuchsin,  a  very  granular  condition  of 
the  epithelial  nuclei,  the  margins  of  which  show  in  places  distinct 
bud-like  extrusions  of  the  chromatin  ;  free  granules  occur  amongst 
the  epithelial  masses,  and  in  the  adjoining  fibrous  tissue.  The 
nuclei  of  the  fibrous  tissue  present  in  a  few  spots  similar  appear- 
ances. 

In  an  eighth  case  the  patient  was  a  nurse,  aged  64,  married, 
two  children.  Two  years  previously  she  had  received  a  severe 
blow  on  the  right  mamma,  and  three  months  after  this  a  small 
tumour  appeared.  No  family  history  of  cancer.  The  skin  was 
infiltrated ;  tumour  not  adherent  to  pectoralis.  Many  of  the 
axillary  glands  were  diseased. 

A  piece  of  the  tumour  after  incubation  for  eight  days  presents 
(in  fuchsin  preparations)  similar  budding  from  the  epithelial  nuclei, 
and  in  a  few  spots  disconnected  chromatic  granules  in  the  cell- 
protoplasm. 

The  nuclei  of  the  connective-tissue  corpuscles  show  distinct 
budding  of  a  similar  kind. 

How  far  exactly  the  process  of  incubation  aids  in  producing 
the  appearances  under  notice  we  are  not  quite  prepared  to  say. 
That  the  presence  of  free  chromatic  granules  in  carcinoma  of  the 
breast  is  not  limited  to  the  incubated  specimens  we  can  assert  from 
observation. 

As  an  example  of  an  ordinary  mammary  carcinoma  we  may 
describe  a  portion  of  the  tumour  previously  noticed  under  the  fifth 
case,  the  material  having  been  prepared  quite  fresh,  in  Muller's 
fluid  and  then  in  spirit,  and  the  sections  stained  with  fuchsin,  and 
examined  under  a  high  power  of  the  microscope. 

Epithelmm. — Cell-protoplasm  lightly  stained ;  nuclei  oval ;  intra- 
nuclear network  faintly  stained  or  not  distinguishable;  micleoli 
single,  or  in  twos  or  threes ;  the  colouration  of  the  nuclei  varies  in 
intensity. 

In  the  fibrous  tissue  at  several  spots  in  the  immediate  vicinity  of 
an  epithelial  column  are  small  collections  of  deeply  coloured 
granules  of  varying  sizes,  mostly  spheroidal  in  shape  ;  in  some  of 
the  alveoli  are  a  few  similar  granules. 

In  a  second  specimen  (seventh  case  previously  cited)  chromatic 
granules  occur  in  the  cell-protoplasm.  From  a  nucleus  here  and 
there  are  to  be   observed   a   few  distinctly  stalked   granules   or 
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Scirrhus  manimse  put  directly  into  Miiller's  fluid.     Not  incubated. 

capitate  processes  which  project  into  the  cell-protoplasm,  the 
border  of  the  latter  being  quite  distinct,  polyhedral,  and  adapted  to 
the  adjoining  epithelial  cells  of  the  column. 

In  a  third  specimen  (eighth  case  before  cited)  coloured  granules 
are  to  be  seen  in  a  few  situations  free  in  the  alveoli  and  the  fibrous 
tissue,  some  of  them  of  a  very  delicate  tailed  form. 

In  a  fourth  specimen  of  mammary  scirrhus  from  a  widow,  aged 
57,  the  mother  of  three  children,  the  disease  was  noticed  in 
November,  1887,  as  following  an  injury  in  October  ;  infiltrating 
kind  ;  skin  adherent ;  lymphatic  glands  diseased.  Operation, 
February  4th,  1888.  In  the  protoplasm  of  several  of  the  epithelial 
cells  occur  comma-shaped  granules  of  chromatin ;  and  here  and 
there  epithelial  cells  amongst  others  of  a  group,  the  nuclei  of  which 
are  quite  devoid  of  coloured  particles.  Coloured  granules  are 
observable  also  in  the  fibrous  tissue. 

As  an  example  of  sarcoma  experimented  upon  by  the  same 
method,  we  may  adduce  that  of  a  typical  spindle-celled  sarcoma  of 
the  thyroid.  The  tumour  was  from  a  man  aged  42.  Eepeated 
recurrence  ensued  after  the  first  operation,  and  as  many  partial 
removals ;  the  common  carotid  was  eventually  tied  for  haemorrhage 
occurring  from  the  growth,  and  the  patient  died  April  7th,  1888. 
No  secondary  growths  were  found  in  the  viscera. 

In  a  logwood  preparation  made  from  a  piece  of  the  growth 
hardened  in  Miiller's  fluid  and  then  in  spirit  the  following 
appearances   are    seen :    Nuclei   of   cells   sharply  defined,  deeply 
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stained  points  of  nucleoplasm  in  a  more  lightly-coloured  nuclear 
matrix ;  they  contain  one  or  more  nucleoli  in  places.  Karyo- 
kinetic  figures  occur  at  rare  intervals. 

Leucocytes  are  present  in  fair  abundance  amongst  the  cells  of 
the  tumour  ;  they  are  darkly  and  uniformly  stained,  of  considerably 
smaller  size  than  the  nuclei  of  the  tumour-cells,  mostly  spheroidal, 
but  some  are  elongated.  There  is  distinct  budding  from  many  of 
the  latter  elements,  and  from  a  few  of  the  smaller  nuclei  of  the 
tumour-cells. 

There  is  in  the  section  an  area  also  of  necrosis,  in  which  no 
chromatic  substance  is  seen  except  in  the  form  of  granules  strewn 
in  the  tissue ;  the  granules  are  of  various  shapes  and  sizes ;  some 
are  of  large  size,  and  such  are  spherical ;  in  these  cases  the  fibrous 
tissue  is  also  necrosed ;  in  the  cells  bordering  the  disintegrating 
area  the  nuclei  are  unstained. 

This  disintegration  of  the  nuclei  is  of  no  uncommon  occurrence 
in  portions  of  tumours  that  have  undergone  necrosis. 

A  piece  after  twenty -four  hours'  incubation  on  sheep's  serurn 
shows  similar  extrusion  of  the  nucleoplasm  of  the  nuclei,  as 
described  in  carcinoma ;  here  and  there  occur  disconnected  granules 
in  the  protoplasm,  and  free  granules  amongst  the  cells.  There  are 
no  signs  of  degeneration  in  these  parts. 

A  piece  after  forty-eight  hours'  incubation  shows  capitate 
chromatic  processes  projecting  from  a  few  of  the  nuclei-  into  the 
cell-protoplasm,  there  being  no  signs  of  degeneration. 

There  is  in  this  piece  a  necrotic  area  in  which  the  nuclei  are 
unstained,  and  the  tissue  thickly  strewn  with  spherical  granules 
of  various  sizes,  some  considerable,  and  derived  doubtless  from  the 
nuclei  of  the  necrosed  cells. 

A  piece  after  seventy-two  hours'  incubation  shows  minute  sessile 
buds  of  chromatin  projecting  from  the  margin  of  many  of  the 
smaller  oval  nuclei,  there  being  in  those  parts  none  of  the  ordinary 
marks  of  degeneracy. 

The  appearances  described  we  have  not  observed  in  normal 
tissues  kept  sterile  on  nutrient  media,  whether  incubated  at 
100°  F.  or  not.     We  may  describe  the  following  examples; 

Muscle  of  a  healthy  dog  (Plate  XXXV,  fig.  3),  incubated  eight 
days  and  subsequently  hardened  in  Miiller's  fluid  and  then  in  spirit. 
Sections  stained  with  fuchsin  show  remarkably  little  departure 
from  the  normal ;  the  striation  is  clear  in  the  fibres,  in  some  the 
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transverse,  in  others  the  longitudinal  being  chiefly  marked  ;  it  is  not 
quite  so  sharp  as  in  the  normal.  Nuclei  of  muscle-corpuscles  oval 
for  the  most  part,  lightly  stained  plasma  with  darker  points  of 
matrix,  not  so  sharply  defined  as  the  normal.  Large  granular 
plasma-cells  occur  in  the  connective  tissue. 

Muscle  of  healthy  dog. — Incubated  for  eight  days,  kept  in  the 
tube  altogether  fifteen  days  ;  fuchsin  stain.  Striation  indistinct, 
nuclei  of  muscle-corpuscles  lightly  stained  with  darker  points  so  as 
to  appear  highly  granular,  contour  regular,  but  less  sharp  than 
natural. 

Muscle  of  healthy  rabbit. — Kept  in  tube  without  incubation,  for 
eight  days.  Transverse  striation  of  fibres  well  marked  ;  nuclei  of 
muscle-corpuscles  oval,  sharply  defined,  granular. 

Muscle  of  healthy  rabbit. — Incubated  eight  days.  Striation 
distinct  in  both  directions ;  nuclei  of  muscle-corpuscles  lightly 
stained  with  darkly  coloured  points,  contour  regular  and  dis- 
tinct. 

Muscle  of  healthy  rabbit. — Kept  without  incubation  for  eight  days 
and  then  incubated  for  eight  days.  Striation  of  fibres  fairly  well 
marked ;  nuclei  of  muscle-corpuscles  very  granular,  contour  of 
nucleus  indistinguishable. 

Kidney  of  healthy  dog. — Incubated  eight  days.  Nuclei  of  renal 
epithelium  visible  in  some  of  the  cells  whilst  in  cells  contiguous  the 
nuclei  are  unstained  ;  in  others  again  the  nucleus  is  recognisable  as 
a  very  faintly  stained  granular  spheroid.  The  disappearance  of 
nucleus  appears  to  result  from  the  absence  of  coloration,  the  nuclear 
network  becoming  indistinguishable  from  the  cell-protoplasm  ;  the 
nuclear  chromatin  does  not  undergo  dispersion  ;  no  free-coloured 
granules  are  observable  in  the  cell-protoplasm  or  tissue  around  the 
tubules. 

Kidney  of  healthy  dog. — Incubated  eight  days,  kept  altogether 
fifteen  days  in  the  tube.  Nuclei  of  epithelium  in  places  well 
stained,  in  places  barely  visible,  although  in  cells  contiguous  with 
the  first.  When  stained,  the  nuclei  are  regular  in  form  and  granular  ; 
some  of  the  nuclei  are  faintly  stained,  but  wanting  in  sharpness  of 
outline ;  in  some  cells  no  trace  of  nucleus  is  discoverable.  Cell- 
protoplasm  granular,  faintly  coloured. 

Nuclei  of  connective-tissue  cells  of  stroma  well  stained,  granular 
as  are  also  those  of  the  capillary  epithelium  of  the  glomeruli. 

Remarks. — Although  we  are  at  present  unable  to  offer  any  evidence 
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of  the  real  import  of  these  remarkable  appearances  in  cancer,  we 
cannot  help  thinking  that  they  may  have  an  intimate  bearing  on  the 
local  and  general  infective  processes  of  the  disease. 

We  are  acquainted  with  the  disintegration  into  irregular  masses 
of  the  nuclear  substance  which  occurs  in  conditions  of  acute 
inflammatory  necrosis,  as  seen  in  glanders,  or  such  as  is  observed  in 
the  nuclei  of  pus-cells,  or  in  portions  of  new  growths  in  which 
degenerative  softening  has  occurred,  or  when  a  tissue  is  subjected 
to  unequal  and  excessive  heating. 

In  the  cutaneous  lesions  of  glanders  more  particularly,  we  have 
observed  the  nuclei  of  the  leucocytes  remarkably  irregular  in  form, 
divided  into  flask-shaped  processes,  mostly  of  relatively  large  size, 
which  become  detached  and  are  found  free  in  the  surrounding  tissue. 

The  process  we  have  described  in  cancer  has  not,  as  compared  with 
the  above-mentioned  cases,  the  appearance  of  being  a  passive 
cleavage  or  division  of  the  nucleus  ;  in  the  epithelial  cells  especially 
the  outline  of  the  nucleus  remains  quite  distinct  and  sharp,  whilst 
the  chromatic  substance  projects  beyond.1 

The  possibility  of  these  changes  having  an  artificial  production 
is  of  course  not  to  be  ignored,  such  as  is  known  to  obtain  in  the 
extrusion  of  the  ,uucleus  from  the  newt's  blood-corpuscle  under 
the  influence  of  certain  chemical  agents,  of  the  protagon  from 
medullated  nerve-fibres,  and  the  like. 

There  are,  however,  among  living  processes  some  with  which 
they  bear  comparison.  One  of  these  is  the  series  of  changes 
which  takes  place  in  the  ovum  independently  of  and  preparatory 
to  fertilisation. 

In  the  maturation  of  the  ovum  there  occurs  an  extrusion  of  the 
nuclear  chromatin,  with  portion  of  the  protoplasm  from  the  cell 
beneath  the  vitelline  membrane,  the  extruding  part  constituting  one 
of  the  polar  globules ;  by  a  repetition  of  this  process  a  second 
globule  may  be  extruded.  The  extrusion  is  not,  according  to  the 
latest  views,  preceded  by  an  ordinary  karyo-kiuetic  process.  TJ  ■ 
nucleus  of  the  ovum,  in  which  now  no  nucleoplasmic  network  is 
visible,  remains  as  the  female  pronucleus,  and  the  cell  in  this  state 
is  ready  on  fertilisation  to  undergo  the  segmentation  involved  in 
the  production  of  an  embryo.  In  explanation  of  the  extension  of 
the  polar  globules,  Balfour  has  advanced  the  hypothesis  that  the 

1  Our  impression  is  that  the  process  occurs  before  the  death  of  the  tissue- 
elements,  i.  e.  withiu  a  comparatively  short  period  after  the  removal  of  the  tumour. 
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ovuui-cell  is  originally  hermaphrodite,  and  that  the  process  implies 
the  extrusion  of  the  male  element,  its  end  being  the  prevention  of 
parthenogenesis  by  necessitating  the  entrance  of  germ  plasma  from 
a  second  individual,  the  male,  in  order  that  segmentation  may 
proceed. 

The  subject  of  spermatogenesis  has  been  worked  out  in  the  rat 
from  a  correlated  point  of  view,  by  Mr.  Herbert  H.  Brown,  of 
University  College,  in  a  paper  in  the  '  Quarterly  Journal  of 
Microscopical  Science,'  vol.  xxv,  1885.  The  most  interesting  ob- 
servations in  this  paper  relate  to  the  so-called  seminal  granules, 
which  are  usually  stated  to  arise  by  disintegration  of  the  nuclei  of 
the  innermost  cells  of  the  seminiferous  tubuli.  According  to 
Brown,  these  granules  arise  from  the  developing  spermatozoa,  from 
which  they  separate  off  during  the  later  stages  of  development,  and 
he  suggests  that  the  process  may  represent  the  elimination  of  the 
female  element  from  the  spermatozoa,  the  spermatozoa,  like  the 
ova,  being  derived  from  cells  originally  hermaphrodite. 

In  the  process  of  fertilisation  the  head  of  the  spermatozoon 
penetrates  the  ovum-cell,  and  enlarges  to  constitute  the  male  pro- 
nucleus ;  after  the  fusion  of  the  male  and  female  pronuclei  the 
process  of  segmentation  commences. 

It  is  tempting,  therefore,  to  imagine  that  the  appearances  in 
carcinoma  may  indicate  the  working  of  a  sexual  process,  that  the 
extrusion  of  the  chromatin  prepares  the  nucleus  and  cell  for  sub- 
division, whilst  the  extruded  particles  may  represent  the  male 
elements  of  such  cells,  and  incite  division  in  others  after  the  manner 
of  spermatozoa.  Should  this  prove  to  be  so,  the  extruded  particles 
might  be  regarded  as  cancer  sperm  and  named  carcinozoa,  although 
the  latter  term  would  hardly,  under  the  modern  limitation,  include 
similar  elements  arising  in  sarcoma. 

The  only  observer  to  whom  we  need  refer  in  connection  with  this 
subject  is  Gussenbauer  (' Zeitschrift  fur  Heilkunde,'  Band  ii, 
1880). 

Gussenbauer's  long  researches  were  limited  to  the  secondary 
infection  of  lymphatic  glands  that  occurs  in  carcinoma,  and  in 
some  cases  of  sarcoma.  And  although  he  does  not  describe  or 
figure  the  remarkable  appearances  observed  by  us  in  the  primary 
tumour,  his  conclusions  with  regard  to  gland  infection  are  in  accord 
with  the  appearances  described  in  the  present  communication. 

Gussenbauer  states  tbat  minute  granules  are  to  be  observed  in 
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infected  lymphatic  glands,  free  amongst  the  cells,  and  also  -within 
them,  his  interpretation  of  the  appearances  being  that  the  grannies 
in  question  are  really  the  seminium  or  infecting  particles  which 
incite  the  cells  to  multiply  and  take  on  the  characters  of  the 
primary  growth.1 

It  must  be  confessed,  in  criticism,  that  these  appearances  figured 
by  Gussenbauer  admit  of  another  interpretation.  It  is  possible  that 
the  appearance  of  a  growth  of  epithelium  out  of  elements  which  look 
like  lymph-cells  may  be  due  to  rapid  multiplication  of  transported 
epithelium,  the  new  and  young  elements  being  at  this  stage  not  suffi- 
ciently differentiated  to  admit  of  their  being  distinguished  from  the 
indifferent  cells  of  the  surrounding  lymphatic  tissue.  And  the 
granules  mentioned  by  Gussenbauer,  though  carried  by  lymphatic 
channels  from  the  alveoli  of  the  carcinoma  to  the  glands,  may,  in 
place  of  actively  entering  the  cells  of  the  latter  and  inciting  them 
to  an  atypical  division,  be  granules  taken  within  the  cells  as  are  inert 
particles  under  similar  circumstances.  It  is  right  to  state,  however, 
that  Gussenbauer  thinks  that  the  granules,  though  infective,  are  in 
some  cases  destroyed  by  the  lymph-cells,  though  the  evidence  which 
he  adduces  of  this  is  not  strong,  viz.  that  clinically  a  temporary 
enlargement  of  glands  is  witnessed,  independently  of  an  inflamma- 
tory process  in  the  primary  tumour,  the  glandular  affection  not 
proceeding  to  metastatic  formation. 

If  the  granules  in  question  have  anything  to  do  with  the  produc- 
tion of  the  secondary  tumours  it  is  easier  to  imagine  this  to  be  by 
inciting  division  in  cells  transported  from  the  primary  tumour  to 
the  gland  than  by  inciting  lymph-cells  and  the  cells  of  the  blood- 
vessels (Gussenbauer,  loc.  cit.)  to  undergo  transformation  into 
squamous-celled,  columnar,  or  other  epithelium. 

May  15th,  1888. 

Addendum. — The  illustrations  on  Plate  XXXIV  are  introduced 
to  record  the  negative  results  obtained  by  incubating  portions  of 
new  formations,  which  we  recorded  in  the  preceding  volume  of 
the  Society's  '  Transactions.'     Fig.  1  shows  a  portion  of  a  spindle- 

1  Mr.  Butlin  informs  us  that  a  number  of  sections  of  cancerous  glands  were 
prepared  for  him  with  great  care  by  Mr.  A.  G.  Francis  and  Mr.  Lyndon,  of  St. 
Bartholomew's  Hospital.  The  method  described  in  the  '  Zeitschrift  fiir  Heil- 
kutide'  (ii,  17)  was  closely  followed,  but  he  failed  entirely  to  discover  the 
characteristic  molecules  figured  by  Gussenbauer. 


DESCRIPTION  OF  PLATE  XXXIV. 

Illustrating  Messrs.  Shattock's  and  Balance's  note  on  the  His- 
tology  of  Cancer,  &c,  after  Incubation.     (Page  409.) 

From  drawings  by  Mr.  Shattock. 

gektL1'-^"0110' aSarC°maSterHe  ^  inCUbat!on  *  ™°  P.  in  nutrient 
agaT'2"-POrti0n  °f  SdrrhUS  °f  breaSt  SteriIe  after  ^cubation  at  100°  F.  on 


DESCRIPTION  OF  PLATE  XXXV. 

Illustrating  Messrs.  Shattock's  and  Ballance's  note  on  the  His- 
tology of  Caucer,  &c,  after  Incubation.     (Page  409.) 

From  drawings  by  Mr.  Shattock. 

Fig.  1. — Section  of  scirrhous  carcinoma  of  breast  made  from  a  portion  incu- 
bated on  solidified  blood  serum  (sheep)  for  eight  days  at  100  F.,  showing  the 
extrusion  of  the  nuclear  chromatin  in  the  form  of  granules  from  the  nuclei  of 
the  epithelial  cells  and  connective-tissue  corpuscles. 

FlG.  2. — Section  of  healthy  dog's  kidney  made  from  a  portion  incubated  for 
eight  days  at  100°  F.  on  solidified  blood  serum. 

Fig.  3. — Section  of  healthy  dog's  muscle  made  from  a  portion  incubated  for 
eight  days  at  100°  F.  on  beef  peptone  agar. 


/xxv: 


?.< 


■ 


&'?:...     '  -  ■     ... 


• 


I 


Fig-    3. 


"€S> 


-_®--- 


HEMORRHAGIC    INFARCTION    OF    THE    LIVER.  421 

celled  sarcoma  of  the  thyroid,  removed  July  6th,  1887,  incubated 
in  nutrient  gelatine  for  eight  days  at  100°  F.,  and  kept  subsequently 
for  some  time  at  an  ordinary  room  temperature.  Fig.  2  shows  a 
large  piece  of  a  mammary  scirrhus,  removed  May  12th,  1887,  incu- 
bated on  agar  for  five  days  at  100°  F.,  and  then  left  at  the  ordinary 
temperature.  At  the  present  date  (October,  1888)  it  has  undergone 
not  the  least  perceptible  change  ;  the  end  of  the  tube  is  hermet- 
ically sealed  with  gutta  percha.  In  neither  case  did  any  growth  of 
micro-organisms  occur. 


3.   On  hcemorrhagic  infarction  of  the  liver. 
By  L.  C.  Wooldridge,  M.D. 

Hitherto  it  has  not  been  possible  to  obtain  experimentally  a 
hseinorrhagic  infarction  of  the  liver.  The  branches  of  the 
portal  vein  are  strictly  analogous  to  an  end  artery,  but  owing 
to  the  fact  that  the  hepatic  artery  breaks  up  into  capillaries  which 
anastomose  with  those  of  the  portal  vein,  the  occlusion  of  the 
branches  of  the  latter  by  emboli  is  not  followed  by  any  haemor- 
rhagic  infarct. 

Thus  Cohnheim  and  Litten  found  that  large  quantities  of  finely 
divided  inert  bodies  could  be  injected  into  a  mesenteric  vein 
without  producing  any  hBeinorrhagic  infarction  of  the  liver, 
although  the  obstruction  in  the  portal  vein  was  such  that  ascites 
was  set  up. 

In  human  pathology  a  simple  hseniorrhagic  infarction  is,  I 
believe,  a  rare  or  almost  unknown  occurrence.  In  the  present  note 
I  shall  describe  an  experimental  method  of  inducing  the  most 
widespread  infarction  of  the  liver,  and  I  hope  to  show  that  some  of 
the  commonest  pathological  changes  in  the  liver  possibly  originate 
by  this  or  an  allied  process. 

The  experimental  process  to  which  I  allude  consists  in  injecting  a 
small  quantity  of  a  solution  of  a  substance  into  the  jugular  vein  of 
the  dog.  This  substance  is  a  complex  proteid  body  which  can  be 
readily  obtained  from  various  tissues,  particularly  the  thymus 
gland.     It  can,  however,  be  got  from  many  other  sources,  as  liver, 


422  SPECIAL    COMMUNICATIONS. 

brain,  testis,  &c.  I  have  described1  tbe  preparation  and  properties 
of  this  substance  elsewhere,  and  need  not  repeat  them  here. 

If  a  solution  of  this  substance  be  injected  into  the  jugular  vein 
of  a  rabbit  tbe  animal  dies  instantly,  owing  to  complete  intra- 
vascular clotting  of  the  blood.  If,  however,  it  be  injected  into 
the  jugular  vein  of  the  dog  it  only  causes  clotting  in  tbe  portal 
vein,  its  tributaries  and  its  branches.  That  is  to  say,  if  some  of 
the  substance  be  injected  into  a  dog's  jugular  a  clot  is  invariably 
formed  in  the  portal  vein.  The  amount  of  clot  formed  varies  witb 
the  amount  of  substance  injected.  If  the  latter  be  large  the  wbole 
portal  system,  from  the  finest  divisions  of  tbe  mesenteric  veins  and 
to  the  terminal  branches  of  the  portal  vein  in  the  liver,  is  com- 
pletely thrombosed.  In  tbese  cases,  where  a  large  amount  is 
injected,  the  animal  generally  dies  at  once,  and  frequently  a  small 
amount  of  clot  is  found  in  the  right  heart. 

But  by  injecting  smaller  quantities  it  is  i*eadily  possible  to 
induce  a  very  extensive  thrombosis  of  the  portal  vein  without 
killing  the  animal  and  without  producing  any  appreciable  clot  any- 
where else.  If  the  animal  be  killed  a  few  days  after  the  injection 
a  clot  is  always  found  in  the  portal  vein,  and  the  liver  shows  more 
or  less  extensive  infarctions. 

This  is  the  method.  I  will  now  describe,  first,  the  early  changes 
in  the  liver,  and  subsequently  the  later.  The  early  changes  are 
hemorrhagic  in  character,  and  since  they  occur  as  the  result  of  a 
process  of  thrombosis  they  may  be  classed  as  hemorrhagic 
infarction,  although,  as  I  shall  discuss  later,  it  is  questionable 
whether  the  process  is  identical  with  the  ordinary  infarction  that 
one  gets  in  the  liver  or  spleen.  The  hemorrhages  partly  occur  in 
well-defined  more  or  less  pyramidal  areas  which  have  a  deep  red 
colour,  and  contrast  strongly  with  the  pale  colour  of  the  rest  of 
the  liver. 

A  microscopical  section  shows  the  capillaries  of  this  area  to  be 
enormously  distended  with  blood,  whilst  large  actual  hernondiages, 
both  in  the  substance  of  the  lobules  and  in  the  portal  canals,  are 
seen.  But  in  addition  to  these  patches,  or  in  place  of  them,  a 
diffuse  hemorrhage  all  over  the  surface  of  the  liver  may  be  met 
with,  and  the  blood  may  be  collected  into  large  blebs  beneath  the 
capsule  of  the  liver.  A  very  peculiar  fact  must  here  be  noticed, 
with  regard  to  the  gall-bladder.  It  is  especially  common,  after 
1  '  Proceed.  Koyal  Society/  1886. 
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injection  of  even  very  small  quantities  of  the  proteid,  to  find  most 
extensive  extravasation  of  blood  beneath  the  peritoneal  covering  of 
the  gall-bladder.  I  noticed  in  one  case  in  which  this  was  very 
marked  that  the  gall-bladder  itself  was  filled  with  a  colourless 
mucus  of  the  most  extreme  tenacity ;  the  mucus  was  just  passing 
into  the  common  duct,  which  it  must  inevitably  have  obstructed. 
It  is  possible  that  in  this  way  slight  changes  in  the  blood  may  give 
rise  to  jaundice.  I  have  noticed  this  hseinorrhagie  affection  of  the 
gall-bladder  as  the  result  of  the  injection  into  one  dog  of  blood- 
plasma  from  another  dog.  It  may  be  noted  that  ascites  is  never 
produced  as  the  result  of  the  plugging  of  the  portal  vein,  no  matter 
how  complete  the  latter  may  be. 

The  later  changes  in  the  liver  as  the  result  of  this  injection  are 
as  follows :  In  the  first  place  the  clot  in  the  portal  vein  has  always 
completely  disappeared,  after  an  interval  of  fourteen  days  and 
probably  much  less.  After  this  interval  there  is  not  the  slightest 
trace  of  a  clot  to  be  found  either  in  the  main  trunk  of  the  portal  or 
its  branches.  The  liver  may  be  apparently  but  little  altered,  except 
for  some  slight  thickening  of  the  capsule  here  and  there  in  patches. 
Careful  microscopical  examination  of  these  livers  always  reveals, 
however,  scattered  patches  of  early  cirrhosis. 

In  other  cases  the  whole  liver  shows  the  most  profound  structural 
changes, — in  an  earlier  stage  large  patches  of  what  I  regard  as 
coagulation  necrosis  of  the  liver  tissue  ;  in  a  later,  the  most  extreme 
fatty  metamorphosis,  together  with  less  marked  cirrhosis. 

The  very  striking  difference  between  my  results  and  those  of 
Cohnheim  and  Litten  is  only,  I  think,  capable  of  the  following 
explanation :  I  may  first  mention  as  a  preliminary  that  no 
thrombus  is  discoverable  in  the  hepatic  artery  as  the  result  of 
the  injection.  We  speak  at  present  of  two  kinds  of  emboli  or 
thrombi,  simple  and  infecting.  The  thrombus  produced  in  the 
portal  vein  by  the  method  described  is  neither  a  simple  inert 
thrombus,  for  the  latter  produces  no  infarction,  nor  is  it  infective, 
for  it  produces  no  abscesses.  Its  specific  character  lies  in  the  fact 
that  it  gives  rise  to  most  extensive  hemorrhages.  The  injection 
of  the  proteid  substance  used  in  these  experiments  not  only  causes 
clotting  but  also  induces  very  marked  chemical  changes  in  the  blood. 
In  fact,  there  is  set  up  a  temporary  and  mild  sort  of  hemorrhagic 
diathesis.  The  blood  which  is  drawn  off  after  the  injection  does 
not  clot,  or  only  very   slowly   and  imperfectly.     Where  there  is  a 
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local  injury  extravasations  of  blood  are  liable  to  occur.  Thus  there 
is  always  considerable  hemorrhagic  infiltration  of  the  tissues  in 
the  neighbourhood  of  the  wound,  which  latter  is  of  a  most 
trivial  character.  I  think  it  is  the  coincidence  of  these  two  factors, 
the  hemorrhagic  condition  of  the  blood  and  the  thrombosis, 
which  produces  the  infarction  of  the  liver.  As  described  above, 
the  later  changes  in  the  liver  are  principally  those  which  we  are 
accustomed  to  speak  of  as  chronic  inflammatory  changes,  and 
perhaps  these  observations  may  throw  some  light  on  the  origin  of 
these  very  obscure  processes. 

This  paper  is  only  intended  as  a  preliminary  communication.  A 
complete  discussion  of  the  observations  recorded  here  would  of 
course  require  much  more  of  the  time  of  the  Society  than  I  should 
feel  justified  in  taking  up.  Specimens  of  the  clot  in  the  portal  vein, 
of  the  infarction  of  the  liver,  and  of  the  cirrhosis  and  fatty  changes 
are  shown.  November  1st,  1887. 
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DESCRIPTION  OF  PLATE  XXXVI. 

Pig.   1  illustrates  Mr.   E.  OweD's  case  of  Sacral  Tumour  with 
Anomalous  Appendage.     (Page  425.) 

Fig.  2  illustrates  Mr.  Stonbam's  specimen  of  Cyst  of  the  Perito- 
neum.    (Page  149.) 


XI.  MISCELLANEOUS  SPECIMENS. 

1 .  A  case  of  sacral  tumour  with  anomalous  appendage. 

By  Edmund  Owen  (introduced  by  F.  Penrose,  M.D.). 

[With  Plate  XXXVI,  fig.  1.] 

BH — ,  aged  11  weeks,  under  the  care  of  Mr.  Edmund  Owen  at 
•     the  Hospital  for  Sick  Children,  Great  Ormond  Street,  to 
whom  it  was  sent  by  Dr.  Fletcher,  of  Charterhouse  Square. 

The  subject  is  a  well-nourished  baby  with  the  following 
deformities  : 

On  the  lower  part  of  the  back  is  a  rounded  swelling  of  the 
following  dimensions  : 

From  above  down  3f  inches 

From  side  to  side  3|  inches 

From  before  back  about       ...  -f  inches. 

The  lower  limit  is  just  above  the  vertical  crease  of  the  nates.  It 
is  very  nearly,  but  not  absolutely,  in  the  middle  line,  being  a  little 
to  the  left  side. 

In  the  exact  centre  of  the  surface  of  the  swelling  is  an  umbili- 
cation  a  quarter  of  an  inch  in  depth. 

Half-way  between  this  dimple  and  the  lower  border  of  the 
swelling,  but  slightly  to  the  left  of  the  middle  line,  is  an  appendage 
(inclining  to  the  left)  two  inches  in  length. 

Although  the  general  inclination  of  the  appendage  is  to  the  left, 
the  tip  curves  slightly  round  towards  the  right,  owing  to  two  con- 
strictions, most  marked  on  the  right  side,  occurring  in  the  length  of 
the  appendage,  and  giving  it  the  appearance  of  a  fat  "  little 
finger." 

The  base  of  the  appendage  is  constricted ;  the  greatest  circum- 
ference is  one  third  of  an  inch  from  the  point  of  attachment  to 
the  general  swelling. 


426  MISCELLANEOUS    SPECIMENS. 

On  the  left  side  of  the  base  of  the  appendage  is  a  second  small 
excrescence  about  a  quarter  of  an  inch  in  length. 

A  line  drawn  from  the  umbilication  to  the  fold  between  the 
nates  would  not  pass  through  the  appendage,  but  would  fall  just  to 
the  right  of  it. 

The  swelling  and  appendage  apparently  consist  entirely  of  soft 
elements,  and  the  consistence  and  appearance  are,  perhaps,  more 
like  Wharton's  tissue,  as  found  in  the  umbilical  cord,  than  like  fat. 
There  is  no  fluctuation. 

No  malformation  of  the  spinal  column  can  be  definitely  made  out, 
but  there  is  a  very  ill-defined  vertical  ridge  deep  down  beneath 
the  central  umbilication,  which,  together  with  the  umbilication,  is 
suggestive  of  spiua  bifida. 

There  is  flexion  of  both  hands  at  a  right  angle  with  the  forearm 
together  with  flexion  of  the  digits,  so  that  the  finger-nails  occa- 
sionally touch  the  forearm. 

In  the  left  hand  the  middle  and  ring  fingers  are  most  pressed 
in  towards  the  forearm,  the  index  and  little  fingers  meeting  behind 
them.  The  thumb  is  pressed  on  to  the  palm,  which  is  concave 
and  narrowed  from  side  to  side ;  the  thenar  and  hypothenar 
eminences  approach  each  other. 

In  the  right  hand  the  arrangement  of  the  fingers  is  slightly 
different. 

The  middle  finger  is  most  pressed  in  towards  the  forearm,  so 
that  from  the  dorsal  surface  only  the  proximal  half  of  the  first 
phalanx  of  the  digit  can  be  seen,  the  rest  of  the  finger  being  com- 
pletely hidden  by  the  meeting  of  the  index  and  ring  fingers  behind 
it.  The  little  finger  is  less  flexed  than  the  others.  The  thumb  is 
completely  pressed  into  the  palm. 

Both  hands  are  badly  developed,  being  much  smaller  than 
natural. 

There  is  no  other  abnormality  detected ;  no  morbus  cordis ;  no 
evidence  of  congenital  syphilis. 

Past  history. — Full-term  child.  Mother  in  labour  three  days  ; 
no  instruments  were  used.  The  mother  gives  no  history  of  fright 
or  fall  during  her  pregnancy  ;  she  was  in  good  health  and  quite 
steady  all  the  time,  and  was  never  short  of  food. 

Family  history. — Father,  a  labourer,  aged  27;  no  history  of 
phthisis,  rheumatism,  orsyphilis.  Mother  aged  26  ;  no  history  of 
phthisis  or  rheumatism ;  she  has  had  three  children,  of  whom  the 
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eldest  was  ill  from  its  birth,  and  died  when  four  months  old  of 
"  inflammation  of  the  chest ;"  second  is  living  and  quite  healthy  ; 
third  is  the  patient.     The  mother  has  had  no  miscarriages. 

As  regards  the  nature  of  the  rounded  swelling  and  the  appendage, 
I  will  suggest  that  the  former  is  not  unlikely  the  result  of  spina 
bifida,  whilst  the  appendage  may  be,  and  possibly  the  rounded 
tumour  as  well,  the  result  of  a  very  imperfect  attempt  to  produce 
a  double  monster.  The  sacral  region  is  by  no  means  an  infrequent 
site  for  the  attachment  of  a  faixdy  developed  or  a  rudimentary 
foetus.  February  7th,  I808. 


2.  Report  on  a  living  specimen  of  parasitic  foetus. 

By  J.  Bland  Sutton  and  Samuel  G-.  Shattock. 

Drawn  up  under  the  sanction  of  the  Society. 

[With  Plate  XXXVII.] 

Certain  details  of  the  following  report  are  taken  from  a  descrip- 
tion given  about  two  years  ago  by  Dr.  R.  M.  Khory,  M.D. 

The  boy  (Laloo)  shown  this  evening  at  the  Society,  and  who  is 
now  being  publicly  exhibited  in  London,  is  aged  17,  and  a  native 
of  Oovon,  in  Oudh.  The  child  was  born  in  the  cranial  position, 
the  hands  of  the  parasite  encircling  his  neck.  His  mother  has 
borne  four  children  ;  the  first,  now  aged  20,  is  a  female.  Both  father 
and  mother  are  strong  and  healthy ;  their  respective  ages  are  50 
and  44.  The  patient  is  the  second  child ;  two  other  sons  were  born 
after  him,  one  three  years  after  the  birth  of  Laloo,  the  other  five 
years  after  the  birth  of  the  third. 

The  third  and  fourth  children  are  now  dead  ;  the  third  died  at 
the  age  of  three  years,  and  the  fourth  four  months  after  its  birth. 
There  is  no  family  history  of  malformation. 

Present  condition. — Laloo  is  5  ft.   1£  in.  in  height,  and  a  well- 
developed,  intelligent,   good-looking  boy.     His  general  health  is 
excellent.     When  about  two  years  old  he  suffered  from  smallpox 
the  eruption  appeared  on  the  parasite  as  well  as  on  the  patient 
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and  typical  scars  are  still  visible  on  the  left  leg  and  both  tbe  upper 
extremities  of  the  former. 

Description  of  the  parasite. — The  parasite,  as  it  appears  externally, 
consists  of  two  main  divisions,  a  superior,  constituted  by  the  upper 
extremities,  and  an  inferior,  larger,  division  which  includes  the 
pelvis  with  the  genital  organs  and  lower  limbs.  Each  of  these  is 
attached  to  the  autosite  by  a  constricted  portion  or  pedicle.  As 
the  posterior  surface  of  the  parasite  looks  forwards  its  right  side 
will,  in  description,  correspond  with  the  left  side  of  the  boy ;  the 
usual  anatomical  rule  in  this  respect  is  adopted  throughout  the 
report. 

A.  Description  of  the  tipper  division  of  the  parasite. 

The  pedicle  of  this  arises  in  the  middle  line,  three  inches  below  the 
level  of  the  nipple,  and  is  composed  of  a  firm,  central  process  of 
bone  invested  with  lax  integument ;  the  pedicle  is  conical,  at 
its  base  it  is  3  cm.  in  diameter,  and  its  length  is  5  cm.  (2  inches 
about).  By  its  base  the  bone  is  combined  with  the  lower  part 
of  the  thoracic  wall  to  the  right  of  the  middle  line ;  and  moveably 
articulated  to  the  summit  of  the  pedicle  is  a  wedge-shaped  osseous 
mass  representing  the  combined  scapulae.  This  has  a  circumference 
of  1*7  decimeter  (7|  inches  about)  ;  from  its  anterior  aspect  there 
projects  a  single  median  cylindrical  process  of  bone. 

There  are  two  nipples  on  the  skin  over  the  scapulas,  6  cm.  apart, 
and  3  cm.  from  the  base  of  the  pedicle. 

The  humeri  are  well  developed,  and  a  fair  amount  of  movement 
is  allowable  at  the  shoulder-joints ;  the  uj)per  arms  can  be  brought 
together  and  mutually  withdrawn  to  an  extent  that  permits  of  the 
hands  being  placed  on  the  boy's  shoulders.  Both  the  elbow-joints 
are  immovably  ankylosed. 

Left  upper  extremity. — The  carpus  is  small  but  distinctly  palpable  ; 
it  is  somewhat  flexed  and  admits  of  slight  passive  movement.  The 
fingers  are  slightly  webbed  ;  the  thumb  is  drawn  towards  the  palm. 

The  limb  measures  from  the  shoulder  to  the  tip  of  the  middle 
finger  twenty-one  inches  (the  recorded  measurement  two  years  ago 
was  seventeen  inches). 

The  forearm,  from  the  extreme  point  of  the  elbow  to  the  wrist, 
is  six  inches ;  its  circumference  at  a  mid-point  is  three  inches. 

Riyht  upper  extremity. — The  forearm  is  considerably  smaller  on 
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To  illustrate  the  report  by  Messrs.  J,  Bland  Sutton  and  S.  Gr. 
Shattock  on  a  Living  Specimen  of  Parasitic  Fostus.     (Page  427.) 

From  photographs. 
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this  side  than  on  the  left ;  there  is  but  a  single  cylindrical  bone  to 
be  felt  in  it.  Carpus  well  developed;  hand  abducted;  thumb 
absent.  The  shortness  of  the  forearm  has  apparently  resulted  from 
an  injury  which  was  received  early  in  life. 

The  limb  measures  from  the  shoulder  to  the  tip  of  the  middle 
finger  fourteen  and  a  quarter  inches  (the  measurement  recorded 
two  years  ago  was  twelve  inches).  The  forearm  is  two  and  three- 
quarter  inches  in  length  and  three  and  a  quarter  inches  in  circum- 
ference. 

The  upper  limbs  of  the  boy  measure,  from  the  shoulder  to  the 
tip  of  the  middle  finger,  twenty-nine  inches  (two  years  ago  the 
measurement  was  twenty-four,  inches),  the  limb  being  placed  in  a 
position  the  same  as  that  of  the  left  longer  upper  extremity  of  the 
parasite,  viz.  with  the  elbow  at  an  obtuse  angle. 

When  the  boy  stands,  the  upper  limbs  of  the  parasite  lie  pendent 
to  the  left  side,  against  the  left  side  of  the  abdomen  of  the  boy  and 
upper  part  of  the  left  thigh  ;  together  with  the  conjoined  scapulae 
they  admit  of  a  complete  rotation  in  a  vertical  transverse  plane. 

b.  Description  of  the  lower  division  of  the  parasite. 

The  pelvis  is,  like  the  conjoined  scapulae,  attached  to  the  autosite 
by  a  well-marked  pedicle.  The  pedicle  contains,  however,  no  bone ; 
its  circumference  is  13  cm.,  and  its  length  4  cm.,  and  it  is  attached 
at  a  point  two  inches  below  and  somewhat  to  the  right  side  (boy's) 
of  the  upper.  There  is  to  be  felt  in  it  a  firm,  pliable,  apparently 
fibrous  band  about  as  thick  as  the  finger.  On  compresssing  the 
pedicle  between  the  thumb  and  fingers,  intestinal  gurgling  is  very 
obvious,  but  no  pulsation  can  be  detected  in  it. 

The  lower  division  is  constituted  by  an  ill-formed  pelvis  and  two 
lower  limbs.  A  sacrum  may  be  made  out  in  the  middle  line,  and 
above  and  behind  this  the  hip-bones  appear  to  be  approximated  ; 
the  latter  are  traceable  in  front  to  a  pubic  symphysis. 

There  are  two  symmetrical  gluteal  folds.  The  anus  is  imper- 
forate, its  situation  is  marked  by  a  shining  linear  scar.  There  is  a 
well-formed  penis,  and  the  pubic  hair  is  abundant ;  no  testicles  are 
to  be  felt. 

Both  the  hip-joints  are  ankylosed  in  a  position  of  semi-flexion. 
The  knees  are  flexed  at  a  slightly  acute  angle.  No  movement  is 
allowable ;  and  very  little  at  the  ankle-joints,  which  are  fixed  at  a 
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right  angle.  Behind  the  knees  the  integument  forms  a  broad, 
dense,  falciform  fold.  An  external  and  an  internal  malleolus  are 
present  in  both  limbs,  but  no  distinct  fibula  can  be  felt. 

The  length  of  each  of  the  lower  limbs  of  the  parasite,  from  the 
hip  to  the  dorsum  of  the  foot,  and  thence  to  the  tip  of  the  middle 
toe,  is  twenty-seven  and  three  quarter  inches  (two  years  ago  it  was 
twenty-four  inches) . 

The  length  of  the  lower  limbs  of  the  boy,  taken  in  the  same  way, 
is  thirty-eight  and  a  half  inches  (two  years  ago,  thirty-six  inches). 

The  left  foot  has  bnt  three  perfect  digits,  the  terminal  phalanges 
being  absent  in  the  first  and  second.  There  are  scars  of  old  burns 
on  the  soles  of  both  feet,  and  on  the  left  buttock. 

Physiology  of  the  parasite. 

Movement. — No  spontaneous  movement  occurs,  nor  can  the  boy 
will  to  move  any  portion  of  the  parasite,  which  has  at  no  time  been 
capable  of  any  but  passive  movement. 

Sensation. — Light  touches  with  the  point  of  a  quill  pen  are  not 
felt ;  more  sharply  inflicted  ones  are  felt  at  all  parts,  and  can  be 
localised  by  the  boy  when  blindfolded.  The  upper  limbs  are  more 
sensitive  than  the  lower. 

The  parasite  perspires  simultaneously  with  the  boy,  and  its  skin 
becomes  hot  when  the  boy  feels  feverish. 

Urine  is  passed  independently  by  the  parasite,  and  without  the 
boy's  cognisance.  After  a  heavy  meal  the  boy  complains  of  a 
feeling  of  weight  in  the  parasite.  Erection  of  the  penis  of  the 
parasite  at  times  occurs. 

Dr.  Coupland  was  unable  to  detect  any  heart-sounds  or  pulse  in 
any  of  the  limbs  of  the  parasite. 

The  surface  temperature,  taken  between  the  gluteal  folds,  is 
below  95°  F.,  i.  e.  lower  than  the  clinical  thermometer  registered. 

A  few  days  after  the  drawing  up  of  the  report,  Mr.  Sutton  was 
asked  to  see  him,  and  found  that  a  large  piece  of  intestine  had 
descended  into  the  parasite  and  was  strangulated.  This  was 
reduced,  and  a  truss  designed  to  prevent  a  recurrence  of  the 
accident. 

The  case  under  notice  corresponds  very  closely  with  the  well- 
known  Chinese,  Ake,  of  whom  a  model  and  a  description  are  in  the 
Museum  of  the  Royal  College  of  Surgeons. 
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In  Geoffroy  St.  Hilaire's  work  ('  Anomalies  de  1' Organisation  ') 
it  is  further  stated,  in  regard  to  the  physiology  of  the  parasite  in 
the  latter  example,  that  there  was  no  spontaneous  movemeut,  and 
that  when  the  parasite  was  pinched  or  pricked  a  little  strongly  the 
autosite  experienced  pain  and  was  able  to  localise  it.  The  tempe- 
rature of  the  parasite  was  normal.  That  author  refers  to  three 
other  examples  of  similar  malformation.  Two  were  infants,  and 
the  third  was  a  man  who  became  the  father  of  a  daughter  and 
three  sons,  all  of  whom  were  well  formed  and  of  robust  health. 
One  of  the  infants  was  a  female. 

In  all  these  cases  micturition  occurred  independently  in  the 
parasite,  the  rectum  was  imperforate,  and  in  most,  strong  pinching 
of  the  parasite  could  be  felt  by  the  autosite. 

Foerster  ('  Missbildungen  des  Menschen  ')  makes  three  divisions 
of  parasitic  foetus  connected  with  the  thorax  and  epigastrium.  In 
the  first,  the  parasite  has  head,  trunk,  and  limbs  ;  in  the  second  it  is 
acephalous  ;  in  the  third  a  trunkless  head  alone  exists. 

Of  the  first  kind  the  most  perfect  example  is  that  of  Lazarus 
Colloredo,  who  was  aged  28  and  born  in  1716  ;  the  parasite  was 
wanting  in  the  lower  extremity.  Foerster  states  that  of  this  kind 
he  has  collected  seven  instances. 

Of  the  second,  acephalous,  class,  to  which  the  specimen  under 
notice  belongs,  he  collects  thirty-five  cases,  twenty-three  male, 
four  female.  These  cases  include  those  already  quoted  from 
Geoffroy  St.  Hilaire.  That  i-ecorded  by  Ambrose  Pare  also  comes 
under  this  head. 

"  In  the  year  1530  there  was  a  man  to  be  seen  at  Paris  out  of 
whose  body  another,  perfect  in  all  his  members  except  head, 
hangeth  forth  as  if  he  had  been  grafted  there.  The  man  was  fifty 
years  old,  and  he  carried  the  other,  implanted  or  growing  out  of 
him,  in  his  arms,  with  such  admiration  to  the  beholders  that 
many  ran  very  earnestly  to  see  him  "  (Works  of  A.  Pare).  Pare's 
description  of  the  case  is  illustrated  by  a  drawing  which  is  repro- 
duced by  Witkowski  in  his  '  Histoire  des  Accouchements.' 

Foerster  remarks  generally  of  this  group  that  the  anus  is  always 
closed,  and  that  the  genital  organs  are  mostly  wanting  or  have  blind 
canals  when  present ;  the  kidneys  may  be  present,  rudimentary, 
or  absent;  the  bladder  is  seldom  wanting;  the  urethra  usually 
impervious  but  at  times  open  and  allowing  urine  to  dribble  away ; 
the  internal  generative  organs  mostly  rudimentary. 
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Foerster's  third  division  includes  trunkless  parasites,  in  which 
there  is  a  head  and  rudimentary  neck  and  thorax  alone  present ; 
he  notes  five  examples. 

In  regard  to  the  production  of  the  malformation  under  notice 
there  are  two  views.  One  view  is,  that  an  originally  single  ovum 
gives  origin  during  its  development  to  two  embryos,  i.  e.  that  the 
germinal  area  undergoes  cleavage,  the  yolk-sac  remaining  common 
to  the  two  parts,  the  rate  of  growth  in  one  part  subsequently  falling 
short  of  that  in  the  other. 

The  second  view  is  that  two  distinct  ova  are  concerned,  one  of 
which  becomes  at  an  early  stage  incorporated  with,  or  included,  in 
the  other. 

In  the  present  instance  the  latter  view  would  not  explain  the 
formation  of  an  alimentary  canal  common  to  the  parasite  and 
autosite,  which  is  readily  explicable,  however,  on  the  first. 

The  fact  that  in  all  the  recorded  cases  the  autosite  and  parasite 
are  of  the  same  sex  is  also  an  argument  for  the  first  view  rather 
than  for  the  second  ;  to  this  may  be  added  the  autosite's  perception 
of  sensation  in  the  parasite,  which  fact  points  to  the  singleness  in 
origin  of  the  sensorium. 

February  21st,  1888. 


3.    A  foetus  with  spina   bifida   occulta  and  some   remarkable 
associated  abnormalities. 

By  J.  Bland  Sutton. 

A  few  months  ago  a  foetus,  born  between  the  eighth  and  ninth 
months  of  gestation,  came  into  my  possession,  which  pre* 
sented  a  large  number  of  abnormalities.  The  defects  in  themselves 
were  but  little  out  of  the  common,  and  a  collection  of  them  in 
one  fcetus  is  not  unusual,  but  in  the  present  case,  it  is  the 
association  of  certain  lesions  that  establishes  the  value  of  the 
specimen  from  a  pathological  point  of  view. 

Externally  the  most  marked  features  were  absence  of  the  anus, 
lateral  curvature  of  the  spine,  the  convexity  being  to  the  right,  the 
curve  involving  the  whole  spine  ;  the  left  foot  was  in  the  position 
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of  talipes  equino-varus,  and  the  leg  was  slightly  rotated  on  the 
femur.  The  position  of  the  foot  was  suggestive  of  some  central 
lesion,  and  on  removing  the  skin  of  the  lumbar  region  some  of  the 
vertebral  arches  were  found  to  be  defective,  although  nothing 
abnormal  could  be  detected  by  manipulation  through  the  skin. 
The  condition  of  the  spine  will  be  dealt  with  later. 

On  eviscerating  the  fcetus,  the  left  kidney  was  absent ;  no  renal 
artery  or  ureter  could  be  distinguished  on  that  side.  The  corre- 
sponding suprarenal  body  and  testicle  were  quite  normal  in  size 
and  position.  The  right  kidney  was  of  the  usual  size,  a  state  of 
things  somewhat  rare  in  instances  of  single  kidney. 

The  rectum,  enormously  dilated  aud  filled  with  meconium,  ended 
as  a  cul-de-sac  at  the  prostate,  but  a  narrow  duct  could  be  traced 
through  its  substance  to  terminate  in  a  mass  of  muscle-fibre  in 
the  raphe  of  the  perinaeuni,  the  situation  of  the  normal  anus. 

The  ca3curn  was  short  and  blunted,  the  vermiform  appendix  being 
represented  by  a  fibrous  band. 

The  pharynx  was  imperforate,  and  the  upper  end  of  the  oesophagus 
communicated  by  an  oval  orifice  with  the  trachea.  The  upper  end  of 
the  oesophagus  and  the  lower  end  of  the  pharynx,  however,  were 
united  by  a  short  but  wide  band  of  fibrous  tissue.  The  mouth, 
pharynx,  larynx  and  tongue  were  in  all  other  respects  normal. 

From  a  perusal  of  the  accounts  of  similar  malformations  there 
is  good  reason  to  believe  that,  in  the  majority  of  imperforate 
pharynges,  the  upper  extremity  of  the  oesophagus  communicates 
with  the  trachea  as  in  this  specimen.  Summarising  the  defects 
in  the  alimentary  tract  we  have :  1,  an  imperforate  pharynx ;  2,  a 
communication  between  the  oesophagus  and  trachea  immediately 
below  the  fifth  ring;  3,  fibrous  degeneration  of  the  vermiform 
appendix  and  abnormal  shortness  of  the  caecum. ;  and,  4,  im- 
perforate anus. 

We  must  now  deal  with  the  vertebral  column.  On  dissecting 
the  soft  parts  from  the  lumbar  region  it  was  evident  that  we  had 
to  deal  with  a  spina  bifida  occulta,  that  is  to  say,  the  laminae  and 
spines  of  some  of  the  vertebrae  were  defective,  but  no  cyst  protruded 
externally,  and  the  skin  covering  the  spot  was  natural.  The  imperfect 
arches  corresponded  to  the  fifth  lumbar,  the  second  and  third 
sacral  vertebrae,  the  defective  spots  being  covered  in  by  very  dense 
fibrous  tissue. 

The  arches  were  bisected,  and  the  cord  examined,  and  it  turned 

28 


434  MISCELLANEOUS    SPECIMENS. 

out  thai  the  cord,  which,  in  the  foetus  at  birth  normally  terminates 
opposite  the  centrum  of  the  second  lumbar  vertebra,  in  this  case 
extended  to  the  tip  of  the  coccyx,  where  it  ended  in  a  fatty  swelling 
of  the  size  of  a  large  nut.  Opposite  the  defective  arches  the 
central  canal  of  the  cord  presented  a  dilatation  of  about  an  inch  in 
length  and  capable  of  admitting  easily  the  blunt  point  of  a  cedar 
pencil. 

After  the  cord  had  been  removed  a  more  critical  examination  of 
the  spine  became  possible,  and  some  points  of  considerable  value 
came  to  light.  Between  the  eleventh  and  twelfth  dorsal  vertebrae  a 
supernumerary  ha  If -vertebra  existed.     Between  the  twelfth  dorsal 

Woodcut  20. 


Supernumerary  half-vertebrae. 

and  first  lumbar  another  supernumerary  half- vertebra,  much  larger 
than  the  first  one,  was  found,  and  as  this  occurred  on  the  right  side 
it  readily  explains  the  curvature  of  the  column  having  its  convexity 
to  that  side.  The  fifth  lumbar  and  the  first  two  sacral  vertebrae 
presented  a  variation  of  very  great  interest,  as  they  shed  important 
light  on  the  subject  of  spondylolisthesis. 

It  is  well  known,  as  Dr.  Neugebauer,  jun.,  has  pointed  out, 
that  in  spondylolisthesis  the  fifth  lumbar  vertebra  may  exhibit  a 
solution  of  continuity  in  the  arch.  The  rupture  in  the  arch  occurs 
immediately  behiud  the  superior  articular  processes.  Some  writers 
are  of  opinion  that  this  dissociation  is  secondary  to  the  spondylo- 
listhesis, whilst  Neugebauer  inclines  to  the  opinion  that  there  may 
be  a  congenital  defect  at  this  spot.     The  other  alternative  is,  that 
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the  absence  of  osseous  continuity  may  be  due  to  traumatism, 
followed  by  imperfect  reparation,  and  the  spondylolisthesis  is 
secondary  to  the  defect  in  the  arch.  Of  course  the  great  drawback 
to  the  argument  that  the  defect  is  congenital  exists  in  the  fact, 
that,  hitherto,  the  existence  of  a  suture  at  this  spot  is  at  variance 
with  our  knowledge  of  the  development  of  the  vertebral  arches. 
The  only  lines  of  union  known  are  the  neuro-central  sutures  which 
exist  at  the  spot  where  the  pedicles  join  the  centrum  (Woodcut 
21,  A.) 

An  attentive  dissection  of  this  spine  has  revealed  to  me  the  fact 
that  the  fifth  lumbar  and  uj)per  two  sacral  vertebrae  exhibit  false 
joints  in  the  lamina.  Thus  on  referring  to  Woodcut  21,  b  and  c,  it 
will  be  seen  that  behind  the  future  articular  processes  there  is  a 
solution  in  the  continuity  of  the  arch.  In  two  places  perfect 
articulations  exist,  whilst  in  others  the  individual  parts  are  con- 
nected by  fibrous  tissue.  Hence  this  variation  in  the  mode  of 
development  of  these  arches  in  this  specimen  comes  as  strong 
evidence  in  support  of  JNTeugebauer's  view. 

It  may  be  mentioned  that  a  congenital  gap  at  this  spot  does  not 
violate  any  morphological  law,  for  in  certain  low  vertebrate  forms, 
the  arch  normally  develops  in  this  way. 

Apart  from  the  interesting  variation  in  the  ossification  of  some 
of  the  vertebrae  it  is  also  important  to  remember  that  the  spina 

Woodcut  21. 


Three  diagrams  representing  variations  in  the  mode  of  ossification  of  the 
arches  of  vertehrte.  A.  Normal.  B.  The  arch  made  up  of  two  lateral 
pieces,     c.  Side  view  of  the  same. 


bifida  in  this  case  most  closely  resembles  the  variety  known  as 
syringo-myelocele.      In   1886   von  Recklinghausen  published   an 
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elaborate  research,  entitled,  '  Untersuchungen  fiber  die  Spina 
Bifida,'1  containing,  among  other  things,  descriptions  of  a  number  of 
cases  of  spina  bifida,  in  foetuses,  associated  with  various  defects  in 
the  alimentary  canal,  such  as  umbilical  hernia,  atresia  ani,  &c. 
Several  of  these  were  examples  of  spina  bifida  occulta.  This 
association  of  defects  of  the  spinal  cord,  especially  syringo-myelocele, 
with  abnormalities  of  the  intestines  is  something  more  than  casual. 
A  careful  perusal  of  Recklinghausen's  memoir,  and  a  study  of 
the  foetus  which  forms  the  subject  of  this  paper,  have  fuimished 
the  last  links  in  a  long  chain  of  evidence  which  convinces  me  that 
tbe  spinal  cord  must  be  regarded  as  a  highly  differentiated  section  of 

Woodcut  22. 


The  lower  portion  of  a  spine  from  a  child  affected  with  spina  hifida  occulta. 


the  primitive  alimentary  tract.     Its  central  canal  was  originally 

part  and  parcel  of  this  system,  but  is  now  functionally  useless,  and, 

1  Virchow's  Archiv,'  Bd.  106,  1886. 
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like  obsolete  canals  in  general,   is  frequently   the  seat  of   cystic 
dilatation-syringo-mjelocele. 

As  an  appendix  to  this  case  I  will  describe  a  spinal  column 
which  came  under  my  observation  several  years  ago.  It  is  the 
spine  of  a  child  two  years  and  a  half  old  which  I  had 
prepared  for  teaching  purposes.  During  its  preparation  my 
attention  was  arrested  by  a  deficiency  in  some  of  the  arches.  The 
parts  were  carefully  preserved  for  future  study.  A  re-examination 
of  the  specimen  shows  that  the  spinous  process  of  the  tenth  dorsal 
vertebra  is  rudimentary,  that  of  the  eleventh  is  wanting  and  the 
laminae  have  failed  to  unite,  thus  leaving  a  gap  in  the  spine.  The 
sjfinous  process  of  the  twelfth  dorsal  and  first  lumbar  are  rudi- 
mentary. There  is  a  similar  but  larger  defect  in  the  upper  sacral 
region  (see  Woodcut  22).  The  case  was  probably  one  of  spina 
bifida  occulta.  November  1st,  1887. 


4.  Mammce  in  ovarian  dermoids. 
By  J.  Bland  Sutton. 


It  is  by  no  means  uncommon  to  find  in  the  interior  of  an  ovarian 
dermoid  one  or  more  tags  of  skin  resembling  a  nipple.  Such 
nipple-shaped  processes  of  skin  may  be  associated  with  more  or  less 
rounded  projections  recalling  in  a  striking  manner  the  shrunken 
mammae  of  a  woman  who  has  suckled  many  children.  The  surfaces 
of  such  mammae  occurring  in  dermoid  cysts  are  dotted  over  with 
numerous  small  pits,  indicating  the  orifices  of  sebaceous  glands, 
and  a  crop  of  hairs  usually  sprouts  from  the  skin-covered  surface. 

Such  a  specimen  is  represented  in  Woodcut  23,  associated  with 
teeth  and  locks  of  curly  light  brown  hair.  The  surface  of  these 
nipple-like  processes  of  skin  is  dotted  over  with  numerous  small 
pits,  indicating  the  orifices  of  sebaceous  glands.  The  specimen 
was  removed  by  Sir  Spencer  Wells  in  1863  from  a  young  mulatto 
lady,  and  is  preserved  in  the  Museum  of  the  Royal  College  of 
Surgeons. 

Standing  on  the  same  shelf,  besides  this  specimen,  is  a  dermoid 
containing  a  mamma  of  the  size  of  a  walnut  furnished  with   a 
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nipple.     It  is  covered   with  dark-coloured,  fine  hair,  and  dotted 
with  minute   depressions    which  are   the   openings   of   sebaceous 


Woodcut  23. 


A  shrunken  mamma  with  an  elongated  nipple,  from  an  ovarian  dermoid.     The 
cyst  contained  also  hair  and  teeth.     (Mus.  R.  Coll.  of  Surgeons). 


glands.  In  minute  structure  it  is  made  up  of  fat,  covered  with 
skin,  having  sebaceous  and  sudoriparous  glands  and  all  other 
characters  of  the  integument  (Woodcut  24). 

The  museum  of  the  Middlesex  Hospital  coutains  an  ovarian 
dermoid  which  has  long  excited  my  attention.  It  is  a  tumour  of 
the  size  of  an  orange,  and  standing  from  its  wall  is  a  mass  of  fat 
covered  with  piliferous  skin  and  furnished  with  a  nipple.  The 
mamma  itself  is  supported  upon  a  piece  of  skin-covered  bone 
furnished  with  four  teeth. 

On  section,  the  interior  of  the  mamma  was  found  to  be  occupied 
by  a  series  of  ducts  leading  to  a  glandular  mass  at  its  base. 
Unfortunately,  the  specimen  had  been  many  years  in  a  preserva- 
tive medium  of  the  composition  of  which  I  am  ignorant,  but  it 
has  not  preserved  the  tissues  sufficiently  for  histological  pur- 
poses, and  this  prevented  me    ascertaining  the  characters  of  the 
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A  mamma  from  au  ovarian  dermoid.     A  piece  has  been  taken  out  for 
histological  purposes.     (Mus.  R.  Coll.  of  Surgeons.) 

epithelium  lining  the  acini  and  ducts.  The  mamma  is  shown  entire 
and  in  section  in  Woodcut  25. 

Dr.  Granville  Bantock  has  recently  placed  at  my  disposal  some 
interesting  ovarian  dermoids  ;  among  them  was  one  which  presented 
the  following  characters  :  The  cyst  was  the  size  of  a  melon,  and 
was  filled  with  the  usual  pultaceous  matter  containing  shed  hairs. 
Standing  from  the  wall  of  this  cyst  was  a  rounded  mass,  of  the  size 
of  a  Tangerine  orange,  covered  with  skin  furnished  with  a  few  short 
hairs.  Passing  from  each  side  of  this  protuberance  were  two 
cylindrical  processes  covered  with  skin,  attached  by  their  distal 
ends  to  the  cyst  wall.  On  examining  the  parts  more  closely,  the 
general  resemblance  of  the  mass  to  a  mamma  was  very  striking, 
more  especially  as  the  base  of  the  larger  of  the  two  cylindrical 
processes  was  surrounded  by  an  areola.  On  dividing  these  pro- 
cesses they  were  found  to  be  hollow  and  full  of  fluid  resembling  very 
poor  but  viscid  milk.  Under  the  microscope  this  fluid  had  all  the 
characters  of  milk  and  contained  some  cells  resembling  colostrum. 

On  dissecting  the  mamma  it  was  found  to  be  made  up  of  a  mass 
of  fat  of  a  rich  yellow  colour,  traversed  in  its  middle  by  a  series  of 
ducts  which  ended  in  a  mass  of  glandular  tissue  lying  at  its  base. 
It  now  became  clear  that  we  had  to  deal  with  two  mammae,  with  a 
common  glandular  mass.     On  examining  the  gland-tissue  under  the 
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microscope  it  was  found  to  be  made  up  of  ducts,  duct-like  passages, 
and  acini,  arranged  as  in  a  normal  mammary  gland,  from  which 
they  only   differed   in  the  character  of  the  epithelium.     In  the 


Woodcut  25. 


A  mamma  from  an  ovarian  dermoid.  The  upper  figure  shows  its  con- 
figuration and  relation  to  the  piece  of  bone  with  three  teeth.  The 
lower  shows  it  in  section,  so  as  to  display  the  disposition  of  the 
glandular  tissue. 


normal  mamma  the  ducts  and  glandular  recesses  are  lined  with 
cubical  epithelium ;  in  this  dermoid  mamma  the  cells  were  several 
rows  deep  and  spheroidal  in  shape. 
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The  nipple  differed  from  that  of  a  uornial  mamma  in  possessing 
only  a  single  duct,  and  this  was  large  enough  to  admit  a 
crow-quill.  This  may  be  explained  by  the  fact  that  no  outlet 
existed  for  the  secretion,  which  had  in  consequence  dilated  the  duct. 
Situated  in  the  midst  of  the  secreting  tissue  of  this  mamma  were 

Woodcut  26. 


An  ovarian  dermoid  containing  a  mammary  gland  furnished  with  two 
elongated  nipples. 


some  nodules  of  cartilage  with  remarkably  large  cells,  many  of 
which  presented  calcareous  deposits  in  their  interior. 

In  these  specimens  we  are  able  to  trace  every  step,  from  a  nipple- 
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like  tag  of  skin  to  a  mammary  gland  capable  of  furnishing  a 
secretion  resembling  milk.  The  condition  too  is  of  some  value 
inasmuch  as  it  affords  additional  evidence  in  support  of  the  opinion 
that  mammary  glands  are  modifications  of  sebaceous  glands. 
These  mammae  are  interesting  in  another  respect ;  not  only  do 
they  resemble  normal  mammae  in  shape,  appearance,  and,  in 
their  most  complete  form,  in  structure,  but  they  seem  to  exhibit 
a  tendency  to  form  cysts  in  connection  with  the  glandular  part  of 
their  organisation  resembling  adenoceles  or  galactoceles. 

'  Virchow's  Archiv,'  Bd.  107,  S.  505,  contains  a  description  of  a 
mammiferous  dermoid  by  Dr.  Desiderius  von  Velits,  of  Budapest. 
In  this  case  a  well-developed  mamma  was  present,  and  the  ducts 
had  a  definite  lining  of  cubical  epithelium.  May  1st,  1888. 


5.  Mammiferous  dermoid  cysts  of  the  ovary.     (Card  specimen.) 

By  Samuel  G-.  Shattock. 

[With  Plate  XXXVIII,  fig.  2.] 

The  two  specimens  were  successfully  removed  by  Dr.  Culling- 
worth  (to  whom  I  am  indebted  for  leave  to  exhibit  them), 
from  a  woman  aged  39.  The  patient  had  borne  twelve  living 
children  and  had  had  three  miscarriages.  The  youngest  child 
is  eighteen  months,  and  the  last  miscarriage  occurred  three  months 
ago.  Swelling  was  only  noticed  within  the  last  three  months,  i.  e. 
since  the  last  miscarriage. 

There  was  a  very  extensive  series  of  intimate  adhesions  between 
the  small  intestine  and  the  tumours,  which  were  removed  with  the 
two  ovaries  in  which  they  grew. 

Description  of  the  larger  polycystic  tumour. 

The  upper  of  the  cysts,  which  is  that  bearing  a  nipple,  is  35  cm. 
in  diameter,  and  is  in  relation  with  the  fimbriated  end  of  the  tube. 
Below  this  is  an  elongated,  bilobed,  more  thickly  walled  cyst,  7  cm. 
in  its  longer,  hoiizontal  diameter.     This  contains,  growing  from  its 


Trans.  PaihSoi  ■.  \WXX.UX.  PLXXXYHL 


Fu,.l. 


Fig.  Z. 


Fig.  3. 


S.G.Shattoclc  iel- 


Y  Hutti.Lith*  Edinr 


DESCRIPTION  OF  PLATE  XXX VEX 

From  drawings  by  Mr.  Shattock. 

Fig.  1  illustrates  Mr.  Shattock's  specimen  of  Cyst  iu  the  Corpus 
Luteum.     (Page  218.) 

Fig.  2  illustrates  Mr.  Shattock's  specimen  of  Mammiferous  Der- 
moid Cysts  of  the  Ovary.     (Page  442.) 

Fig.   3  illustrates  Mr.  Shattock's    specimen   of    Hammer  Toe. 
(Page  449.) 
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wall,  a  well-formed  incisor  tooth.  Below  this,  again,  is  a  much 
larger  bilocular  cyst,  measuring  1*4  decimetres  in  its  longer  axis, 
and  9  cm.  in  its  shorter. 

The  "  nipple  "  projects  *6  cm.  above  the  general  inner  surface  of 
the  cyst  first  described,  and  the  wall  ai*ound  it,  for  a  radius  of 
about  1  cm.,  has  the  characters  of  ordinary  skin,  and  is  thicker 
than  the  rest  so  as  to  rise  slightly  beyond  the  general  level,  as  an 
areola.     The  "  nipple  "  is  lobulated  and  bears  a  few  hairs. 

Description  of  the  cyst  in  the  opposite  ovary. 

There  is  here  a  single  cyst,  4  cm.  in  diameter,  projecting  from 
the  outer  border  of  the  ovary  beneath  the  fimbriated  extremity  of 
the  tube.  From  the  interior  there  projects  the  crown  of  a  small 
tooth  ;  a  short  way  above  is  a  low,  circular  elevation,  1*4  cm.  in 
diameter,  and  from  the  lower  part  of  this  there  projects  a  very 
distinct  nipple-like  jjrocess.  The  cyst  wall  in  these  situations 
presents  the  wrinkled  character  of  ordinary  skin,  and  both  the 
"nipple"  and  surface  around  bear  hairs.  Section  shows  the 
presence  of  a  lenticular  cyst  beneath  the  middle  of  the  circular 
elevation  noticed,  to  the  presence  of  which  the  elevation  is  chiefly 
due.  This  cyst  contained  a  whitish,  thick  fluid  like  mucus.  In 
two  other  situations  there  are,  in  the  wall  of  the  main  cyst,  small 
daughter  cysts,  each  about  *6  cm.  in  longer  diameter. 

Microscopical  sections,  including  the  "nipple"  and  adjacent 
parts,  discover  that  the  former  is  constituted  by  clusters  of  sebaceous 
glands,  typical  in  structure  and  in  full  activity  of  function  ;  several 
hair-roots  also  being  exposed  in  the  section. 

The  epidermis  of  the  surrounding  part  is  of  the  usual  structure. 
There  is  a  well-marked  amount  of  adipose  tissue  beneath  the 
"  nipple  "  and  neighbouring  skin  in  connection  with  which  groups 
of  perfectly-formed  sweat-glands  occur. 

A  thin  plate  of  bone,  with  corpuscles  arranged  conformably  with 
the  cyst  wall,  lies  in  the  deeper  tissue  beneath  the  situation  of  the 
same  eminence.  The  small  cyst  in  the  subjacent  neighbourhood  is 
lined  with  tall  columnar  epithelium,  and  must  be  regarded  as  a 
daughter  cyst  of  the  usual  kind  in  the  wall  of  the  primary.  It  is 
of  the  same  kind  as  one  at  least  of  the  other  two  displayed  in  the 
microscopic  section.  There  is  no  trace  of  epithelium  in  the  lower 
of  these  other  two  cysts,  which  has  microscopically  an  irregularly 
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spreading  limit  and  lias  every  appearance  of  being  due  to  degene- 
ration of  the  wall.  Here  and  there  are  small  bundles  of  involuntary 
muscle,  doubtless  pertaining  to  the  hairs. 

Remarks. — It  will  be  seen  from  tbese  details  that  there  is  no  pro- 
duction of  mammary-gland  tissue  in  this  instance.  And  were  it  not 
that  Mr.  Sutton  has  traced  the  stages  between  such  a  case  as  the  pre- 
sent and  those  where  mammary  tissue  is  found,  the  specimen  would 
hardly  deserve  recording,  Mr.  Sutton's  specimens,  however,  would 
indicate  that  the  first  evidence  of  mammary  production  is  a  localised 
hypertrophy  of  ordinary  sebaceous  glands,  the  process  giving  place 
in  other  cases  to  the  modification  of  such  glands,  which  normally 
obtains  in  the  development  of  the  breast.  Without  such  evidence 
it  would  be  difficult  to  regard  the  projections  in  the  present  speci- 
men as  more  than  a  localised  hypertrophy  of  cutaneous  stnictures 
similar  to  the  well-known  condition  which  forms  "  lipoma "  of 
the  nose. 

It  would  be  interesting,  in  the  face  of  such  facts,  to  determine  from 
what  source  these  cysts  derive  their  nerve  supply — secreting, 
muscular,  trophic,  and  (?)  sensory  ;  whether  from  the  nerves  of 
the  ovary  itself,  or  whether  any  new  epiblastic  formation  of  nerve 
tissue  arises  in  connection  with  an  involution  from  the  epithelial 
elements  concerned  in  the  genesis  of  the  cyst. 

May  15th,  1888. 


6.  A  case  of  congenital  syphilis  causing  lardaceous  disease  of 
the  viscera,  gummata,  fibrosis  of  the  liver,  and  chronic 
peritonitis. 


M 


By  W.  Hale  White,  M.D. 

art  S — ,  aged  7,  was  admitted  into  Guy's  Hospital  June  8th, 
1887.  There  was  a  distinct  history  of  syphilis  in  both 
parents,  who  say  they  have  lost  four  children  from  croup,  one 
from  jaundice  at  the  age  of  six  weeks,  and  one  was  born  dead. 

The  patient  was  a  small  baby,  and  at  five  weeks  old  had  a  rash 
on  the  pi'ivates,  cheek,  and  side.  She  first  complained  of  pain 
seven  weeks  ago  ;  her  abdomen  began  to  enlarge  six  weeks  since, 
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and  lately  the  ankles  have  become  swollen.  On  admission,  the 
child  was  seen  to  be  sallow,  thin,  and  weak.  The  upper  central 
incisors  are  pegged  and  slightly  notched.  The  edge  of  the  liver 
can  be  easily  felt  just  above  the  iliac  crest ;  it  is  hard  and  has  a 
rounded  edge.  The  spleen  may  also  be  felt  to  extend  below  the 
umbilicus  ;  it  has  a  rounded  edge.  The  abdomen  is  somewhat  dis- 
tended but  contains  no  fluid.  The  glands  in  the  right  axilla  are 
enlarged.  There  is  a  considerable  painful  swelling  over  the  head 
of  the  right  tibia.  There  are  slight  signs  of  bronchitis,  and  a  basic 
hamiic  murmur  may  be  heard.  The  left  eye  shows  disseminated 
choroiditis  with  some  optic  neuritis.  The  urine  contains  a  good 
deal  of  albumen,  has  a  specific  gravity  of  1010,  and  is  of  a  clear 
light  colour.  No  other  signs  of  syphilis  are  present  save  those 
mentioned. 

At  first  the  child  was  treated  with  grey  powder,  but  as  even 
small  doses  quickly  salivated  her,  mercurial  ointment  was  applied  to 
the  abdomen  and  the  node  on  the  tibia.  This  quickly  disappeared, 
but  she  did  not  seem  to  get  on,  the  liver  and  spleen  becoming  very 
tender  to  the  touch  and  diarrhoea  coining  on.  She  was  then 
ordered  Pot.  Iod.  gr.  v,  Liq.  Arsenicalis  lT\_iij,  and  Tinct.  Guiac. 
Amnion.  TTlx,  made  into  a  mixture  and  taken  thrice  daily.  By 
careful  feeding,  maltine,  and  this  medicine  she  slowly  began  to 
improve,  the  diarrhoea  stopped,  some  swelling  of  the  feet  which 
was  present  on  admission,  the  bronchitis,  and  the  abdominal  pain 
disappeared,  and  she  was  able  to  get  up.  Unfortunately  on 
July  30th  she  developed  a  sharp  attack  of  tonsillitis,  against  which 
she  was  quite  unable  to  fight,  and  she  died  on  August  1st.  The 
albumen  was  present  during  the  whole  of  the  child's  stay  in  the 
hospital. 

Post-mortem  examination. — The  liver  weighed  61  oz.  It  was 
very  hard  and  rounded  in  shape.  The  diaphragm  was  adherent 
to  it.  There  were  radiating  fibrous  depressions  scattered  over 
both  surfaces.  Section  showed  that  these  sent  fibrous  bands  into 
the  interior  of  the  liver.  There  appeared  also  to  be  an  increase 
of  fibrous  tissue  throughout  the  organ  apart  from  these  bands. 
Just  under  the  upper  surface,  near  the  middle  of  the  anterior  edge, 
was  a  yellow  gummatous  mass  about  the  size  of  a  small  walnut. 
The  organ  was  lardaceous  throughout. 

The  spleen  weighed  16  oz. ;  it  was  somewhat  hardened,  rounded, 
and  very  lardaceous. 
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The  kidneys  weighed  12 1  oz.,  they  were  pale,  there  was  a  good 
deal  of  tubal  nephritis,  and  they  were  considerably  lardaceous. 
The  small  intestine  was  slightly  lardaceous.  There  were  several 
delicate  bands  of  fibrous  tissue  connecting  together  the  coils  of 
intestine  and  the  omentum  to  the  abdominal  wall  aud  the  diaphragm 
to  the  liver.  There  was  no  recent  peritonitis  or  fluid  within  the 
abdominal  cavity.  All  the  other  viscera  were  normal.  The  peri- 
osteum over  the  inside  of  the  head  of  the  right  tibia  was  thickened. 
There  was  no  sign  of  any  recent  or  old  pus-discharging  cavity. 

Microscopical  examination  confirmed  the  points  observed  with  the 
naked  eye.  Gentian  violet  showed,  an  abundant  deposit  of 
lardaceous  material  in  the  liver,  spleen,  and  kidneys  in  the  usual 
positions,  and  a  small  amount  in  the  cervical  lymphatic  glands. 
The  sections  also  showed  that  there  was  cirrhosis  of  the  liver,  indis- 
tinguishable from  ordinary  cirrhosis,  in  addition  to  the  gumma  and. 
the  fibrous  bands  radiating  from  the  depressions  of  the  surface. 

I  have  brought  this  case  before  the  members  of  the  Society 
because  it  shows  the  following  extremely  rax'e  effects  of  congenital 
syphilis : 

Firstly :  Lardaceous  disease  of  the  liver,  spleen,  kidneys,  and 
intestine. 

Secondly  :  Chronic  peritonitis. 

Thirdly  :  Fibrous  scars  and  gummata  in  the  liver  in  addition  to 
the  uniform  fibrous  infiltration.  I  believe  this  to  be  a  unique 
example  of  lardaceous  disease  as  a  result  of  congenital  syphilis. 
The  presence  of  a  large  liver  and  spleen  together  with  albuminuria 
enabled  us  to  make  the  diagnosis  of  lardaceous  disease  during  life. 

November  15th,  1887. 


7.  Tubercular  tumour  of  breast.     (Card specimen.) 
By  E.  G.  Hebb,  M.D. 

Was  removed  by  Mr.  Macnamara  from  a  patient,  aged  39,  who 
had  had  eight  children,  five  of  whom  are  stated  to  have 
died  of  "  tuberculosis."  The  patient  had  been  under  treatment 
for   phthisis   for  many  years  and  had  frequently  suffered  from 
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haemoptysis.  Six  or  seven  weeks  before  admission  to  the  West- 
minster Hospital  (November  9th,  1887)  she  felt  a  dragging  pain  in 
the  left  breast,  and  about  November  1st,  noticed  a  tumour,  which 
"is  a  hard  nodule  about  the  size  of  a  Spanish  nut  in  the  upper  and 
outer  part,  and  in  the  substance  of  the  left  mamma.  It  is  close  to 
the  nipple,  which  is  much  retracted,  and  extends  upwards  and  out- 
wards for  one  and  a  half  inches,  and  is  about  three  quarters  of  an 
inch  in  width  ;  it  is  freely  movable  ;  the  tumour  is  painful  and 
tender  on  manipulation.  There  are  a  few  indurated  cords  extend- 
ing towards  the  anterior  fold  of  the  axilla.  No  eulai'ged  axillary 
glands." 

The  growth  was  removed  November  16th,  and  the  patient  dis- 
charged well  November  27th.  There  was  no  recurrence  when  seen 
two  months  ago. 

Microscopical  examination  shows  that  the  tumour  consists  of 
tubercular  nodules,  some  of  which  are  breaking  down  in  the 
centre.  In  one  or  two  places  the  tuberculosis  seems  to  have 
primarily  involved  the  ducts,  but  in  most  cases  the  nodules  are 
just  without  the  glandular  tissue  and  embedded  within  the 
connective-tissue  elements.  There  are  well-marked  giant-cells. 
Several  attempts  to  detect  tubercle  bacilli  failed. 

May  l&th,  1888. 


8.  Case  of  pulpy  growth  ;  tubercle  ?  in  sheath  of  flexor  tendon 
of  index  finger ;  excision  with  complete  recovery  ;  pulpy 
disease  ?  of  palmar  ganglion  of  opposite  hand. 


M 


By  Charters  J.  Stmonds. 

artha  M — ,  aged  18,  was  admitted  into  G-uy's  February  26th, 
1883,  complaining  of  her  right  wrist.  It  was  swollen  in 
front,  and  weak,  but  this  did  not  prevent  her  using  it  for  sewing. 
There  was  a  soft  swelling  under  the  flexor  tendons,  giving  the 
signs  and  symptoms  of  a  ganglion,  and  this  I  thought  it  to  be. 
It  was  noted,  however,  that  the  swelling  did  not  extend  as  usual 
into  the  palm.  She  could  bear  full  manipulation  of  the  wrist. 
Distinct  fluctuation  seemed  to  exist.     Over  the  palmar  surface  of 
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the  head  of  the  metacarpal  bone  of  the  left  index  finger  was  a 
rounded,  tense,  painless  swelling,  connected  evidently  with  the 
sheath  of  the  flexor  tendon,  and  giving  all  the  signs  of  a  ganglion. 
The  finger  could  be  bent,  but  its  usefulness  was  impaired. 

On  February  27th  she  was  put  under  chloroform,  with  a  view  of 
having  the  "  ganglion  "  on  the  right  side  opened  and  drained.  An 
incision  under  antiseptic  precautions  was  made,  and  though  a 
synovial  sac  was  opened  no  fluid  escaped,  nor  was  the  swelling 
diminished  in  size.  I  could  not  make  out  satisfactorily  the  cause 
of  the  swelling,  but  was  inclined  to  think  it  a  diffused  growth 
amongst  the  tendons.  The  almost  complete  absence  of  pain 
appeared  to  exclude  disease  of  the  wrist-joint.  A  drainage-tube  was 
introduced,  and  the  wound  dressed  with  gauze.  Firm  pressure 
was  maintained.  There  was  before  the  operation  a  good  deal  of 
stiffness  of  the  fingers,  and  later  some  pain  on  movement. 

March  16tli. — Under  chloroform  an  incision  was  made  over  tbe 
swelling  in  index  finger.  It  was  incised,  and  instead  of  the 
ordinary  fluid  of  a  ganglion  escaping,  a  solid  gelatinous  growth 
was  exposed.  This  lay  inside  the  sheath  and  was  attached  to  its 
inner  surface.  A  portion  of  the  sheath,  with  the  growth,  was 
removed.  As  its  nature  was  doubtful,  only  a  small  incision  was 
made  into  the  sheath  so  as  not  to  interfere  with  the  nutrition  of 
the  tendon  more  than  possible.  The  radial  and  ulnar  arteries 
were  compressed,  and  the  pressure  was  maintained  till  the  wound 
was  closed  and  pressure  made  by  dressings  and  splint  on  the 
wound.  By  the  30th  the  union  was  sound  and  she  could  move 
the  finger  with  ease.  For  a  few  days  there  was  some  reactionary 
swelling,  but  no  pus  ever  formed. 

The  result  of  the  operation  may  be  summarised  as  follows  : 

April  9th. — Left  forefinger :  Movement  much  improved,  in  fact 
is  almost  complete,  whereas  before  operation  it  was  limited.  The 
sensation  is  improved.     There  is  no  return  of  the  swelling. 

The  right  wrist  is  not  in  a  satisfactory  state.  It  still  swells  if 
tbe  pressure  be  removed.  Movement,  especially  rotation,  is  painful, 
and  the  hand  inclines  to  the  ulnar  side.  There  is  probably  some 
disease  of  the  wrist  and  radio-ulnar  joint.  There  was  on  this  side 
also  a  large  bicipital  gland,  an  association  which  led  me  to  suspect 
growth.  She  was  for  some  weeks  under  Liq.  Hyd.  Per.,  and  was 
discharged  still  taking  this  remedy  with  iron. 

I  saw  this  patient  more  than  a  year  later,  when  she  had  complete 
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use  of  her  forefinger.     The  movements  of  the  wrist  were  impaired 
but  there  was  no  pain  and  no  swelling. 

The  mass  removed  from  the  index  finger  was  about  a  quarter  of 
an  inch  in  diameter,  of  a  consistence  and  colour  exactly  resembling 
a  soft  sarcoma.  It  proved  on  microscopic  examination  to  be  a 
beautiful  example  of  granulation  tissue  containing  multinucleated 
cells,  exactly  resembling  the  "  pulpy  tissue  "  of  joints  or  tubercle 
as  seen  in  the  lung.  One  may  assume  that  the  affection  of  the 
right  wrist  was  of  the  same  nature,  and  that,  looking  to  the  great 
improvement  obtained  in  the  movement  of  the  joint,  the  disease 
was  in  the  bursa  primarily  and  chiefly.  The  case  seems  of  interest 
as  affording  an  example  of  a  swelling  in  the  flexor  tendon  of  a 
distinctly  tuberculous  nature,  and  one  that  resembled  in  its  clinical 
characters  an  ordinary  ganglion.  The  early  removal  saved  the 
almost  certain  destruction  of  the  tendon.  January  Brd,  1888. 


9.  Two  examples  of  hammer -toe.     [Card  specimen.) 

By  Samuel  G.  Shattock. 
[With  Plate  XXXVIII,  fig.  3.] 

Each  of  them  is  a  second  toe,  and  in  each  a  careful  dissection 
shows  the  same  condition  which  I  recorded  in  vol.  xxxviii  of 
the  Society's  '  Transactions,'  1887.  The  first  interphalangeal  joint 
is  flexed  to  a  right  angle  ;  the  second  is  in  a  position  of  simple 
extension.  The  flexor  tendons  are  quite  normal,  the  bent  position 
being  maintained  solely  by  the  lower  or  posterior  portion  of  the  lateral 
ligaments  inserted  into  the  base  of  the  second  phalanx.  One  of 
the  specimens  was  from  a  dissecting-room  subject,  the  other  from 
a  boy  whose  leg  was  amputated  by  Mr.  R.  W.  Parker  for  ununited 
fracture  and  in  whom  the  opposite  foot  was  normal. 

Little  holds  the  malposition  to  be  neuro-muscular  in  origin,  and 
probably  correctly.  Of  malpositions  in  the  upper  limb  it  more 
resembles  that  of  the  fingers  in  progressive  muscular  atrophy  than 
the  ordinary  Dupuytren's  contraction;  and  it  not  unlikely  depends 
on  some  affection  leading  to  loss  of  power  in  the  iuterossei.  I  have 
at  present  a  foot  in  which  the  second  toe  has  the  characteristic 

29 
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position,  the  first  phalanx  slightly  over-extended,  the  second  flexed 
at  a  right  angle,  and  the  third  in  direct  line  with  the  second,  the 
extremity  of  the  toe  resting  on  the  ground  between  the  roots  of  the 
first  and  third.  And  in  this  I  intend  to  examine  closely  into  the 
condition  of  the  interossei  and  their  supplying  nerves.  The 
affection  is,  in  nearly  all  cases,  limited  to  the  second  toe,  and  this 
was  probably  so  in  the  example  reported  in  the  preceding  volume 
of  the  Society's  '  Transactions.'  May  1st,  1888. 


10.  The  stump  of  a  Chopart's  amputation.     (Card  specimen.) 
By  W.  a.  Spencer,  M.S. 

An  army  pensioner  and  storekeeper,  aged  55,  was  knocked  down 
on  the  railway  in  South  Africa  on  September  9th,  1885.  His 
left  foot  was  badly  crushed,  his  chest  was  injured,  and  his  right 
hip  dislocated.  A  primary  Chopart's  amputation  was  done  at 
Durban  Hospital  by  Dr.  Addison.  He  was  in  hospital  between 
three  and  four  months,  suffering  also  from  his  chest.  The  ampu- 
tation wound  was  not  healed  on  his  discharge,  and  subsequently 
two  pieces  of  bone  came  out.  He  could  never  put  his  foot  to  the 
ground  but  walked  on  a  pin-leg.  The  pin  wore  down,  and  that 
caused  such  pain  in  the  right  hip,  which  had  been  dislocated,  that 
he  could  scarcely  walk  at  all.  On  admission  to  Westminster 
Hospital  the  remains  of  the  left  foot  were  almost  in  a  line  with  the 
leg,  the  heel  very  much  drawn  up.  The  scar  was  closely  attached 
to  the  bone,  and  the  least  handling  caused  intense  pain.  A  Svme's 
amputation  was  done  on  Augiist  31st,  1887,  and  he  can  now  bear 
well  on  his  present  stump,  and  is  commencing  to  walk  on  it. 

The  specimen  shows  the  scar  directed  almost  vertically  down- 
wards, the  adhesion  of  the  scar  to  the  astragalus  and  os  calcis,  the 
drawing  of  the  posterior  end  of  the  os  calcis  upAvards,  the  astragalus 
forwards  and  downwards,  the  loss  of  substance  of  the  anterior 
portion  of  the  os  calcis,  and  the  partial  ankylosis  between  the 
anterior  portion  of  the  os  calcis  and  astragalus. 

November  1st,  1888. 


PATTY    HERNIA    IN    LINEA    ALBA.  451 

11.  Fatty  hernia  in  linea  alba. 
By  J.  Hutchinson,  jun. 

This  specimen  was  exhibited,  not  on  account  of  its  rarity,  for 
such  protrusions  of  fat  in  this  position  are  fairly  common, 
but  as  being  a  good  example  of  a  condition  which  has  led  to 
many  errors  in  diagnosis.  The  subject  from  which  it  was  obtained 
was  a  well-developed  man  with  his  adipose  tissue  generally  present 
in  considerable  quantity.  Through  the  skin  I  could  readily  detect 
a  tumour  in  the  linea  alba,  about  5"  from  the  umbilicus,  which  was 
about  as  large  as  a  small  apple.  It  was  irreducible,  fairly  firm, 
and  somewhat  lobulated,  and  the  diagnosis  of  fatty  hernia  could 
be  made  with  some  confidence.  At  the  umbilicus  itself  was  a 
similar  but  smaller  tumour,  and  here  the  question  of  an  omental 
hernia  arose.  On  dissection  it  was  seen  that  both  tumours  were 
outgrowths  of  subperitoneal  fat  which  had  penetrated  the  aponeu- 
rosis of  the  abdominal  muscles  and  lay  in  the  subcutaneous  adipose 
1  issue.  From  this  they  were  perfectly  well  defined  owing  to  the 
difference  in  colour  and  lobulation  of  the  two,  the  fatty  hernia 
being  composed  of  much  larger  and  pinky-yellow  fat  than  the 
other.  The  peritoneum  opposite  to  each  was  puckered  and  showed 
small  processes  in  the  centre  of  each,  extending  for  about  an  inch 
forwards.  These  small  cavities,  or  "  potential  hernial  sacs,"  were 
quite  empty,  but  it  is  evident  that  they  might  have  led  to  the 
formation  of  a  true  hernia.  The  same  tendency  to  draw  tubes  of 
peritoneum  along  with  the  fatty  hernia  was  shown  in  a  series  of 
specimens  exhibited  by  me  at  the  Pathological  Society  two  years 
ago,  obtained  from  the  femoral  and  inguinal  regions.  The  aper- 
tures in  the  aponeurosis  were  quite  small,  the  fatty  hernia3  expand- 
ing greatly  as  soon  as  they  had  traversed  this  layer. 

An  interesting  feature  of  these  tumours,  and  one  which  partly 
accounts  for  the  extreme  difficulty  with  which  they  are  diagnosed 
from  true  omental  herniae,  is  the  occurrence  of  abdominal  pain  and 
even  vomiting  which  has  been  noticed  in  several  cases.  Professors 
Liicke,  Konig,  and  Kussmaul  have  drawn  attention  to  this  fact, 
and  the  two  former  briefly  refer  to  several  cases  in  which  the 
symptoms  were  relieved  by  operative  removal  of  the  fatty  herni® 
(see  '  Centralblatt  fur  Chirurgie,'  No.  4,  1887,  p.  68). 
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Looking  at  the  traction  and  compression  exerted  on  the  perito- 
neum, which  is  drawn  after  the  fatty  hernia?  in  their  progress,  it  is 
easy  to  explain  such  symptoms  by  irritation  of  the  nerves  supplying 
the  former. 

Fatty  hernise  in  the  linea  alba  are  most  common  in  its  upper 
part;  this,  no  doubt,  is  accounted  for  by  the  close  apposition  of  the 
recti  muscles  just  above  the  pubis.  It  may  well  be  doubted 
whether  most,  if  not  all,  of  the  supposed  cases  of  omental  hernia  in 
the  linea  alba  away  from  the  umbilicus  are  not  really  outgrowths 
of  subperitoneal  fat,  of  course  excluding  the  ventral  hernia?  which 
sometimes  follow  abdominal  incisions,  as  for  ovariotomy.  Most 
of  them  are  certainly  irreducible,  as  in  the  present  case.  Even  if 
operated  on,  unless  the  surgeon  is  fully  aware  of  the  frequent  occur- 
rence of  these  fatty  hernia?,  great  difficulty  may  be  found  in  dis- 
tinguishing them  from  omental  hernia?.  The  chief  features  in  the 
diagnosis  are,  as  pointed  out  in  the  case  of  femoral  and  inguinal 
ones  (see  '  Path.  Trans.,'  for  1886),  the  absence  of  a  true  peritoneal 
investment  and  of  any  connecting  membrane  between  the  lobules 
of  fat. 

In  a  case  recently  operated  on  by  Mr.  Treves  at  the  London 
Hospital  a  man  had  a  supposed  omental  hernia  in  the  linea  alba. 
During  the  operation  it  was  fully  made  out  that  the  hernia  was 
simply  composed  of  fat  which  had  come  through  a  small  aperture 
in  the  abdominal  aponeurosis.  Such  cases  are  of  by  no  means 
infrequent  occurrence,  and  their  true  pathology  is  hence  worthy 
of  more  notice  than  it  has  received  in  most  English  works  on 
surgery.  January  3rd,  1888. 


XII.    DISEASES,  ETC.,  OF  THE  LOWER  ANIMALS. 

1.  Inguinal  hernia  in  monkeys. 
By  J.  Bland  Sutton. 

Some  surgeons  are  of  opinion  that  a  patent  funicular  pouch  is  to 
be  regarded  as  predisposing  to  the  occurrence  of  a  hernia. 

It  is,  however,  a  remarkable  fact  that,  among  mammals,  oblitera- 
tion of  this  process  above  the  testis  is  altogether  exce]:>tional,  indeed, 
in  the  majority  this  process  not  only  remains  open  but  freely  com- 
municates with  the  peritoneal  cavity,  The  only  exceptions  which 
have  come  under  my  notice  are  the  chimpanzee  and  gorilla. 
Professor  Owen  has  found  the  process  obliterated  in  a  chimpanzee. 
In  three  specimens  of  tins  mammal  dissected  by  me  the  process 
was  patent. 

On  this  question  Hunter  writes  as  follows :  "  In  the  adults  of 
quadrupeds,  the  tunica  vaginalis  testis  communicates  with  the  ab- 
domen, but  it  keeps  nearly  the  same  size,  between  the  testis  and 
abdomen,  that  it  had  in  the  fcetus"  ('  Essays  and  Observations,' 
vol.  i,  p.  188). 

Lawrence,  in  his  work  on  rupture,  states  :  "  In  quadrupeds  the 
tunica  vaginalis  communicates  with  the  abdomen,  and  yet  pro- 
trusions of  the  viscera  are  rare.  In  like  manner  the  canal  some- 
times remains  open  in  the  human  subject,  to  even  the  adult  age, 
without  the  formation  of  rupture." 

Probably  no  order,  of  mammals  is  so  interesting  as  that  contain- 
ing man  and  the  monkeys.  Up  to  the  pi'esent  time  I  have  examined 
post  mortem  more  than  800  monkeys,  including  examples  of  all  the 
chief  species,  excepting  the  gorilla.  In  every  male,  the  funicular 
process  was  unobliterated  and  communicated  freely  with  the  peri- 
toneal cavity.  There  was  no  separation  of  a  piece  to  form  a  tunica 
vaginalis. 
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Theoretically,  if  an  unobliterated  funicular  pouch  predisposes  to 
hernia,  this  accident  should  occur  in  monkeys  frequently.  So  far 
I  have  only  seen  three  cases.  In  each  instance  they  were  of  the 
variety  known  as  congenital,  the  contents  completely  surrounding 
the  testis.  Two  were  epiploceles.  One  was  found  in  around-faced 
monkey,  Macacus  cyclopis ;  it  occupied  the  left  funicular  process. 
The  second  occupied  the  process  in  a  specimen  of  Macacus  sinicus, 
the  Bonnet  monkey,  and  is  described  and  figured  in  the '  Proc.  Zool. 
Soc.,'  1886.  The  first  specimen  is  preserved  in  the  Museum  of  the 
Royal  College  of  Surgeons. 

My  third  specimen  is  an  entero-epiplocele  of  the  congenital 
variety,  lodged  in  the  left  pouch  of  a  Rhesus  monkey,  Macacus 


Woodcut  27. 


The  pelvis  of  a  monkey.     The  left  funicular  pouch  is  occupied  by  a  piece  of 
small  init  .UKl  omentum. 
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rhesus.  As  in  the  preceding  monkeys  there  were  no  adhesions. 
The  parts  are  represented  of  nearly  natural  size  in  Woodcut  27. 

The  Museum  of  the  Royal  College  of  Surgeons  contains  a 
Hunterian  specimen  of  this  defect.  It  is  described  as  "  a  very 
large  inguinal  hernia  from  a  monkey."  The  sac  contains  a  portion 
of  colon,  with  omentum,  both  in  a  healthy  state.  The  testicle  is 
below  the  sac. 

As  it  was  impossible  to  make  out  accurately  the  relation  of  the 
hernia  to  the  testis,  E  obtained  permission  to  cut  the  specimen 
down  and  make  a  closer  inspection.  To  my  surprise  the  following 
condition  was  found  : — 

The  contents  of  the  sac  were  a  large  loose  layer  of  delicate 
omentum,  in  the  folds  of  which  some  six  or  seven  hydatids  were 
lodged.  These  cysts  are  of  the  dimensions  of  large  gooseberries  but 
quite  round ;  one  of  the  cysts  is  loose  in  the  hernial  sac.  About 
four  inches  of  colon  dipped  into  the  pouch.  This  specimen  is  of 
interest,  as  here  for  the  first  time  in  any  mammal  other  than  man, 
I  saw  a  testis  with  a  distinct  tunica  vaginalis.  It  is  unfortunate 
that  no  other  details  concerning  this  specimen  are  forthcoming,  not 
even  the  name  of  the  monkey  to  which  it  belonged.  The  parts  are 
shown  nearly  the  size  of  nature  in  Woodcut  28.  With  the  exception 
of  Hunter's  specimen  and  the  three  observed  by  me,  I  know  of  no 
other  specimen  of  hernia  in  monkeys. 

Lawrence  mentions  that  Wrisberg  saw  a  scrotal  hernia  in  a 
horse,  and  observes  that  monkeys  have  been  affected  in  the  same 
way.     This,  however,  goes  for  little. 

It  perhaps  should  be  mentioned  that  the  existence  of  hydatid 
cysts  in  Hunter's  case  is  capable  of  easy  explanation.  Hydatids 
are  very  common  in  the  peritoneal  cavity  of  the  monkey,  free  from 
any  attachment ;  hence  if  the  sac  of  the  hernia  presented  a  large 
neck  and  these  cysts  were  present,  they  would  easily  find  their  way 
into  the  pouch  by  gravitation. 

It  is  necessary  to  avoid  mistaking  lipomatous  masses  in  the 
spermatic  cord  for  hernial  protrusions.  These  simulate  epiploceks 
as  closely  in  mammals  as  in  the  human  subject,  and  in  their 
lobulation  resemble  omentum.  They  occur  in  some  of  the  rodents, 
such  as  the  Gambia  pouched-rat,  the  marmot,  in  the  vulpine 
phalanger  and  opossum. 

Herniae  occur  with  a  fair  amount  of  frequency  in  domestic 
mammals,   sheep,  goats,   horses,  pigs  and  the  like,  but  as  yet  I 
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Woodcut  28. 


The  8ac  of  an  inguinal  hernia  from  a  monkey,  containing  a  piece  of  colon, 
omentum,  and  hydatid  cysts  u.     T.  The  testis. 

have  never  seen  an  inguinal  hernia  in  a  wild  mammal  except  the 
monkey. 

Perhaps  one  may  mention  as  a  curiosity  the  following  case  which 


MULTIPLE    INTUSSUSCEPTION    IN    A    BABOON. 


457 


occurred  in  a  frog.  Whilst  examining  a  number  of  frogs  for 
another  purpose,  I  accidentally  found,  on  opening  the  abdominal 
lymph-space,  that  a  coil  of  intestine  and  the  posterior  extremity  of 

Woodcut  29. 


A  frog  with  a  portion  of  intestines  and  the  posterior  extremity  of  the  right 
lung  occupying  a  lymph-space. 

the  right  lung  had  become  herniated  through  an  old  rent  in  the 
abdominal  muscles,  into  the  large  lymph-space  which  is  so  con- 
spicuous a  feature  in  the  anatomy  of  this  vertebrate. 

November  15th,  1887. 


2.  Multiple  intussussception  in  a  baboon.     {Card  specimen.) 
By  Walter  K.  Sibley,  M.B. 

The  specimen  is  from  a  female  South  African  baboon  which  had 
lived  in  the  gardens  of  the  Zoological  Society  for  about  two 
years.  The  larger  portion  of  the  small  intestine  is  intussuscepted, 
only  thirty-seven  inches  not  involved,  and  this  portion  is  apparently 
healthy.     The  main  lesion  is  at  the  lower  end  of  the  ileum,  some 
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feet  of  which  are  displaced  through  the  ileo-csecal  valve,  and  lie  in 
a  spiral  manner  and  in  a  necrotic  condition  in  the  csecutn.  Just 
above  this  the  walls  of  the  gut  are  thin  and  discoloured.  Some 
four  inches  higher  up  a  second  apparently  more  recent  invagination 
has  occurred,  and  another  less  marked  one  just  below  this.  Here  the 
gut  has  in  the  process  undergone  some  twisting. 

There  were  no  adhesions  or  fluid  in  the  abdominal  cavity,  the 
mesentery  was  much  congested,  and  its  glands  enlarged.  The 
small  intestine  was  nearly  empty,  the  large  being  filled  with  hard 
fseees  and  a  few  nematodes.  The  other  viscera  not  obviously 
diseased. 

The  clinical  history  revealed  menorrhagia  for  some  months,  and 
an  acute  illness  of  about  a  week's  duration. 

February  7th,  1888. 


3.  Sarcoma  of  palate  of  an  otter  hound.     [Card  specimen.) 
By  H.  A.  Lediard,  M.D. 

From  a  bitch  from  the  Carlisle  pack  of  otter  hounds,  aged  8  years. 
The  tumour  was  not  apparently  the  cause  of  pain  or  difficulty 
in  swallowing.  The  duration  of  the  growth  is  uncertain,  and  the 
dog  was  destroyed  as  unfit  for  breeding  purposes. 

From  the  soft  palate  on  the  right  side  a  tumour  the  size  of  a 
large  walnut  springs  so  as  to  project  downwards  towards  the  base 
of  the  tongue.  It  is  unconnected  with  bone  and  has  a  broad 
attachment. 

Microscopic  examination  shows  small,  round,  and  spindle-shaped 
cells  in  great  number  without  any  definite  stroma. 

October  18th,  1887. 
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4.  Fracture  of  the  larger  pastern  bone  of  a  horse.     [Card 

specimen.) 

By  William  Collier,  M.D. 

The  horse  whose  fractured  pastern  bone  is  shown  was  seen  a 
few  weeks  since  trotting  along  the  road  in  a  light  gig,  when 
suddenly  it  stopped  dead  lame,  and  was  with  difficulty  walked  to 
some  stables  about  thirty  yards  farther  on.  On  examining  the 
fetlock-joint  of  the  near  foreleg  distinct  crepitus  was  obtained.  I 
expressed  the  opinion  that  the  bone  was  fractured.  Two  days 
later,  by  the  advice  of  a  veterinary  surgeon,  the  horse  was  killed. 
The  horse  was  blind,  and  consequently  had  very  high  action. 
Fracture  of  this  bone  occasionally  occurs  in  racehorses  when 
galloping  at  full  speed  on  hard  ground,  also  among  hunters  as  the 
result  of  jumping,  but  it  would  seem  almost  impossible  for  a  horse 
trotting  along  the  road  with  no  weight  on  his  back  to  put  his  feet 
down  with  sufficient  violence  to  produce  so  extensive  a  fracture. 
The  horse  was  in  regular  work,  and  quite  sound  as  far  as  could  be 
judged.  May  15th,  1888. 


5.  Abscess  of  brain,  with   tumour  of  the  pituitary  body  and 
abscesses  in  the  lungs,  in  an  ewe. 

By  Walter  K.  Sibley,  M.B. 

The  history  of  the  case,  which  was  an  ewe,  aged  2  years,  is  briefly 
the  following : 
About  the  middle  of  last  August  it  appeared  generally  ailing 
with  loss  of  appetite ;  it  would  become  separated  from  the  rest  of 
the  flock,  and  remain  in  an  apathetic  condition  for  hours.  In 
time  it  seemed  to  be  blind — for  it  would  run  into  a  gate  or  even  a 
dog — and  subsequently  deaf.  Also  it  had  difficulty  and  straining 
at  micturition,  but  with  no  obvious  paralysis. 
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Becoming  more  feeble  and  completely  apathetic,  it  was  killed  on 
September  30th. 

Post-mortem. — General  condition  good,  much  fat  present  in  the 
abdomen.  Bladder  contained  about  one  and  a  half  pints  of  clear 
urine.  No  obvious  lesion  in  the  other  abdominal  viscera.  There 
were  considerable  adhesions  about  the  left  pleura,  and  both  lungs 
contained  a  number  of  rather  firm  nodules  of  consolidation  and 
some  soft  ones  containing  inspissated  pus,  the  nodules  varying  in 
size  from  a  pea  to  a  small  bean,  being  more  numerous  in  the  left 
lung.  In  places  the  smaller  bronchioles  were  dilated  and  filled 
with  debris. 

The  whole  brain  was  much  distorted,  the  right  half  appealing 
much  larger  than  the  left,  together  with  partial  obliteration  of 
its  convolutions.  The  membranes  were  generally  inflamed  and 
thickened,  and  in  the  right  parieto-occipital  region  a  large  abscess 
was  present,  most  extensive  on  the  upper  surface  and  involving 
the  whole  depth  of  the  cerebrum  in  this  region  to  the  base  of  the 
skull.  The  abscess,  which  was  markedly  circumscribed,  contained 
thick  creamy  pus  and  extended  through  the  occipital  and  temporo- 
sphenoidal  lobes  of  this  side. 

There  was  considerable  roughness  of  the  inner  surface  of  the 
cranium,  especially  in  the  left  occipital  and  right  frontal  regions, 
also  on  both  orbital  plates  of  the  sphenoid  more  marked  on  the 
left  side,  and  in  the  median  plane  of  the  base  of  the  skull  from 
the  olivary  process  to  the  foramen  magnum.  There  was  no 
evidence  of  disease  of  the  middle  ear  on  either  side.  The  part  of 
the  base  of  the  skull  for  the  reception  of  the  pituitary  body,  which 
in  a  sheep  is  the  size  of  a  small  bean,  was  occupied  by  a  swelling 
as  large  as  a  small  walnut,  and  of  a  deeper  colour  than  the 
surrounding  tissues.  The  floor  and  sides,  especially  the  right,  of 
the  sella  turcica  were  eroded,  the  dorsum  sellse  and  posterior 
clinoid  processes  being  completely  absorbed ;  the  body  of  the 
sphenoid  was  very  thin  and  almost  perforated  into  the  pharynx. 
The  dura  mater  around  was  thickened  and  firmly  adherent  to  the 
posterior  border  of  the  growth,  appearing  to  completely  enclose 
the  mass  separating  it,  except  at  the  attachment  of  the  infun- 
dibulum  from  the  surface  of  the  brain  above,  and  from  the  base  of 
the  skull  below,  the  tumour  lying  below  the  circle  of  Willis  and 
its  included  parts,  and  the  anterior  part  of  the  pons,  having  on 
either   side   the   crura   cerebri,   being   partially  enclosed   by   the 
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temporo-sphenoidal  lobes.  It  presented  anteriorly  a  bilobed 
appearance,  the  right  side  being  larger  than  the  left,  the  groove 
between  the  lobes  extending  for  some  distance  into  the  substance 
of  the  body,  the  whole  being  more  or  less  heart-shaped,  with  an 
apex  anteriorly  and  a  base  posteriorly. 

Microscopical  examination  of  the  lungs  showed  them  to  be 
studded  with  groups  or  worm-knots  of  nematodes  (Pseuclalius  ovis 
pulmonis),  each  group  consisting  of  a  collection  of  larva3  in 
various  stages  of  development ;  occasionally  an  adult  worm  was 
found  in  section,  often  with  large  numbers  of  eggs  in  its  neigh- 
bourhood. The  older  nodules  present  some  necrotic  tissue  in  the 
centre,  surrounded  by  a  zone  of  large  epithelioid  cells,  and  this 
again  by  small  cells,  with  very  frequently  some  small-celled  infil- 
tration of  the  lung  tissue  around.1  Section  through  one  of  the 
abscess  cavities  showed  its  walls  to  be  formed  of  a  dense  collection 
of  fibrous  tissue  and  small  cells.  The  debris  in  the  bronchioles 
was  chiefly  composed  of  highly  organised  vegetable  tissue  con- 
taining spiral  bundles,  an  occasional  nematode  being  present 
among  these. 

Section  of  the  enlarged  pituitary  body  showed  it  to  be  composed 
of  regular,  large,  more  or  less  cubical,  epithelial  cells,  each  with  a 
large  granular  nucleus,  one  group  of  cells  separated  from  the 
next  by  strands  of  fibrous  tissue,  thus  arranged  in  alveoli,  with  all 
the  appearances  of  an  adenoma.  In  places  are  roundish  spaces, 
surrounded  with  a  capsule  of  fibrous  tissue,  lined  by  small  cubical 
cells,  and  containing  a  colloid  material  and  other  metamorphosed 
tissues ;  also  some  smaller  spaces  filled  with  fibrous  tissue  and 
debris.  At  one  part  of  the  section  the  structure  changes  slightly, 
the  cells  become  more  irregular  in  size  and  arrangement,  and  have 
a  larger  quantity  of  fibi'ous  tissue  mixed  with  them.  A  few  blood- 
vessels are  present. 

It  might  perhaps  naturally  suggest  itself  that  the  abscesses  of 
the  lungs  were  caused  by  the  parasites,  and  that  the  abscess  of  the 
brain  was  of  a  pyaemic  nature  produced  by  septic  emboli  from  the 
lungs,  as  is  considered  to  occur  in  the  human  subject.  But  entozoa 
in  the  lungs  of  lower  animals  are  of  very  common  occurrence,  and 
beyond  setting  up  some  degree  of  local  inflammation,  and  then 
becoming  encysted,  do  not  as  a  rule  cause  further  trouble.  In 
some  districts  and  in  certain  seasons  nematodes  may  be  found  in 
1  Vide  H.  Bewley,  '  Journal  of  Anatomy  and  Physiology,'  1887. 
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the  lungs  of  almost  every  sheep  examined,  in  most  cases  apparently 
cpuite  healthy  subjects,  in  which  their  presence  has  not  been 
suspected  during  life. 

On  the  other  hand,  it  might  be  maintained  that  from  an  abscess 
of  the  brain  pysemic  abscesses  of  the  lungs  had  been  produced. 

Still  another  supposition  is  possible,  namely,  that  the  cerebral 
abscess  had  been  set  up  by  an  affection  of  the  cranial  bones, 
and  that  this  morbid  condition  of  the  central  nervous  system, 
disturbing  the  normal  correlation  of  nerve  influence  between  the 
brain  and  the  pulmonary  tissues,  their  nutritive  changes,  essential 
to  functional  activity,  are  interfered  with.  In  other  words,  the 
vitality  of  the  lung  tissue,  which  in  this  particular  case  was  already 
damaged  by  the  patches  of  parasitic  pneumonia,  becomes  lowered. 
So  as  the  result  of  this  trophic  change  the  nodules  of  consolidation 
produced  by  the  parasites  break  down  and  form  abscesses,  these 
not  being  the  result  of  pyaamia,  that  is  of  septic  emboli,  but  of 
direct  nervous  nature.  In  fact  they  might  be  placed  in  the  class 
of  the  trophoneuroses.  As  appears  to  be  frequently  the  case, 
the  lung  on  the  opposite  side  of  the  body  to  the  primary  nerve 
lesion  is  the  first,  and  occasionally  the  only  one  affected. 

The  presence  of  inhaled  vegetable  tissues  in  the  dilated  bron- 
chioles might  tend  to  show  that  the  sensory  mechanism  of  the 
bronchus  and  bronchioles  was  impaired,  and  so  foreign  bodies  were 
permitted  to  lie  undisturbed  on  the  mucous  membrane. 

This  theory  appears  to  have  some  ground  to  support  it  from 
many  of  the  recorded  cases  of  so-called  pysemic  abscess  of  the 
brain  associated  with  abscess  of  the  lung,  for  some  of  the  facts 
mentioned  in  connection  with  these  cases  would  apparently  indicate 
that  the  abscess  of  the  brain  was  primary,  and  the  abscess  of  the 
lung  secondary  ;  and  that  the  general  symptoms  of  pyseinia  were 
absent. 

Tumours  of  the  pituitary  appear  to  be  somewhat  rare.  Some 
five  are  recorded  in  the  '  Transactions '  of  this  Society,  namely, 
"  Cancer  in  a  Baboon,"  by  Groodhart  (vol.  xxxvi)  ;  "  Myoneuroma," 
by  Hale  White  (ib.)  ;  "  A  Mixed-tissue  Tumour  (Connective  Tissue, 
Epithelium,  Cysts,  and  Bone),"  by  Bowlby  (ib.)  ;  a  case  by  Taylor 
(vol.  xxxv),  and  another  by  Ware,  with  no  histological  descriptions. 
Also  Anderson,  in  '  Brain'  (vol.  ix),  "  A  Case  of  Sensory  Epilepsy 
caused  by  a  Vascular  Tumour  of  Pituitary,"  and  a  very  similar 
case  by    Nettleship   in   the   Ophthalmological   Society's  '  Transac- 
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tions  '  (vol.  iv,p.  285).     Michel,  in  the  «  Med.-Chir.  Review  '  (1862, 
ii,  p.  93),  records  a  case  in  a  negro,  but  with  no  histology. 

Rokitansky1  speaks  of  them  as  not  uncommon  ;  and  of  three 
classes:  Tuberculous,  cancerous,  usually  of  the  medullary  type; 
and  colloid,  growing  in  the  spaces  between  the  lobes. 

Ziegler2  states  that  cystic  degeneration  and  hyperplastic  over- 
growth is  not  uncommon,  this  condition  is  called  adenoma.  Also 
carcinoma,  sarcoma,  lipomata,  and  teratomata  occur  ;  tubercles  and 
gumma  are  rare. 

From  its  position  and  structure  this  specimen  is  probably  an 
example  of  hyperplastic  overgrowth  and  cystic  degeneration  or 
adenoma,  affecting  chiefly  the  anterior  lobe  or  that  part  of  the 
pituitary  body  developed  from  the  stomodaeum. 

January  17  th,  1888. 


6.  Horny  tumour  in  mouse.     (Card  specimen.) 
By  Frederick  Treves. 

An  adult  mouse  with  a  large  horny  tumour,  nearly  one  inch  in 
length  and  a  fifth  of  an  inch  in  width,  growing  from  the 
dorsal  median  line  of  the  neck  over  the  upper  cervical  vertebrae. 
The  mass  is  horny  to  the  feel  and  projects  directly  upwards.  It 
has  evidently  developed  from  a  dermoid  cyst  situated  between  the 
occipital  bone  and  the  upper  cervical  vertebrae.  On  section  it  is 
shown  to  be  composed  of  dry  sebaceous  matter.  Such  dermoid 
cysts  are  not  uncommon  in  mice  and  not  infrequently  lead  to  the 
formation  of  horns.  A  very  similar  specimen  exists  in  the  Museum 
of  the  Eoyal  College  of  Surgeons.  March  6tk,  1888. 

1  '  A  Manual  of  Path.  Anatomy '  (Syd.  Soc.  Tr.),  vol.  iii,  p.  433. 

2  '  Special  Path.  Anatomy  '  (Macalister'a  trans.),  sect,  xi,  p.  326. 
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7.  Tuberculosis  infoivh. 

By  Walter  K  Sibley,  M.B. 

[With  Plate  XXXIX.] 

The  subject  of  avian  tuberculosis  is  not  new  to  the  Society  ; 
several  cases  of  tubercular  disease  in  birds  were  long  since 
recorded  by  Dr.  Edwards  Crisp,  and  more  recently  a  paper  by 
Mr.  J.  Bland  Sutton  and  Dr.  Heneage  Gibbes  on  the  same  subject 
appeared  in  the  '  Transactions.'  As,  however,  I  have  had  the 
opportunity  of  observing  a  series  of  cases  in  fowls  I  thought  it 
might  be  well  to  bring  them  before  the  Society,  mentioning,  as 
far  as  possible,  only  those  points  which  appear  not  to  have  been 
dwelt  upon.  For  some  few  years  past  on  a  farm  in  Surrey  a 
disease  has  appeared  among  the  poultry  ;  sevei'al  adult  birds  have 
wasted  and  died.  The  fowls  are  at  first  fine  and  healthy,  well  deve- 
loped, and  have  good  plumage.  All  goes  well  till  they  are  about 
two  years  old,  when  symptoms  appear.  The  post-mortem  lesions 
were  in  the  main  the  same  in  the  several  cases,  only  differing  with 
the  degree  to  which  the  disease  had  progressed,  some  birds  having 
died  from  the  disease,  others  were  killed  in  various  stages  for  the 
purpose  of  examination. 

The  abdominal  organs,  that  is,  the  intestine  and  liver,  are  the 
parts  primarily  affected.  In  the  intestine  small  areas  of  infiltration 
appear  in  the  submucosa,  consisting  of  a  collection  of  leucocytes 
with  fine  strands  of  fibrous  tissue,  with  here  and  there  a  larger  cell. 
The  villi  over  this  region  soon  become  infiltrated,  at  the  same  time 
the  process  extends  into  the  muscular  layer,  and  the  serous  becomes 
thickened.  The  centres  of  the  larger  collection  of  cells  soon  caseate, 
the  mucous  membrane  over  them  gives  way,  a  small  ulcer  with 
thickened  edges  is  formed,  with  at  first  a  very  minute  aperture 
into  the  bowel.  The  deposits  then  break  down  more  rapidly  than 
the  mucous  membrane  which  thus  becomes  undermined,  and  so  a 
sacculated  cavity,  extending  on  the  outside  of  the  gut  and  filled 
with  debris  is  formed.  Its  walls  go  on  increasing  from  fresh  deposits 
of  tubercle  together  with  thickening  of  the  serous  coat.  From 
time  to  time  the  debris  from  the  centre  of  this  is  discharged  into 
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the  lumen  of  the  digestive  tract,  and  thus  an  enormous  quantity 
of  caseated  material  is  expelled  from  the  system.  In  the  above 
way  caseating  masses  or  pouches,  varying  in  size  from  a  split  pea 
or  a  marble,  or  even,  in  one  case,  to  a  pigeon's  egg,  are  produced. 
These  masses,  though  more  prominent  externally,  yet  cause  con- 
siderable mechanical  obstruction  to  the  progression  of  the  intestinal 
contents,  so  the  bowel  becomes  dilated  above  each  of  these,  giving 
the  whole  digestive  tract  a  very  irregular  appearance.  In  those 
cases  in  which  the  ca3ca  were  affected,  the  chief  deposit  was  at  their 
junction  with  the  main  gut,  and  so  they  became  much  dilated, 
especially  at  their  extremities,  which  in  some  cases  contained 
entozoa  (Ascaris  vesicularis).  Frequently  the  oesophagus  or  crop 
presented  lesions  having  the  same  characters,  and  iu  one  case  there 
was  a  small  circular  ulcer  in  the  gizzard. 

The  largest  pouch  found  was  from  the  posterior  wall  of  a  crop 
(which  in  this  case  was  much  atrophied).  This  pouch  was  the  size 
of  a  pigeon's  egg,  and  resembled  a  sacculated  aneurism.  It  was 
filled  with  debris  from  caseation,  and  also  partially  digested 
food-stuff.  Its  walls  were  composed  of  caseous  matter  and 
fibrous  tissue;  it  communicated  with  the  crop  by  a  small,  nearly 
circular  opening  about  half  a  centimetre  in  diameter.  A  second 
smaller  sac,  about  the  size  of  a  marble,  was  present  a  little  higher 
up,  projecting  from  the  anterior  wall  of  the  oesophagus.  Under 
the  microscope  a  section  through  the  wall  of  this  pouch  showed  it 
to  be  composed  of  an  external  layer  of  fibrous  tissue  and  an 
internal  layer  of  metamorphosed  tissue,  in  places  caseous,  and 
becoming  more  so  towards  the  internal  surface,  where  it  appeared 
to  be  crumbling  away.  In  the  deeper  parts  of  the  fibrous  tissue 
were  large  spaces  filled  with  small  cells.  There  was  considerable 
small-celled  infiltration  at  the  junction  of  this  with  the  metamor- 
phosed tissue,  where  the  fibrous  tissue  bundles  appear  swollen  and 
granular.  Enormous  numbers  of  bacilli  were  scattered  both  in 
groups  and  singly  towards  the  internal  edge  of  the  degenerated 
tissue,  but  few  were  found  in  the  deeper  regions  and  at  the 
junction  with  the  fibrous  tissue,  where  the  process  of  decay  is  most 
active  (Plate  XXXIX,  fig.  3). 

In  all  cases  in  which  the  gut  was  affected  the  mesentery  was 
more  or  less  infiltrated  with  small  cells,  especially  along  the  line 
of  the  blood-vessels,  and  in  many  places  circumscribed  areas  of 
leucocytes,  in  some  places  completely  surrounding  and  in  others  on 
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the  side  of  small  capillaries  were  seen ;  more  advanced  stages  with 
caseation  were  also  numerous. 

Examination  of  the  liver  showed  the  whole  organ  to  be  studded 
with  circumscribed  roundish  areas  in  various  stages  of  development ; 


Woodcut  30. 


Duo 


Showing  sacculated  pouch  from  wall  of  crop  (one  half  nat.  size),     ce.  (Esophagus. 
Cr.  Crop,  atrophied.     Qi.  Gizzard.     Duo.  Duodenum.     n,n.  Nodules. 

in  the  smallest  ones  nothing  but  a  collection  of  leucocytes  could  be 
detected  ;  in  some  nodules  with  one  or  more  larger  cells  in  the 
centre,  also  fine  strands  of  fibrous  tissue  scattered  irregularly  about, 
especially  at  the  periphery.  No  blood-vessels  could  be  seen  in 
them.  When  slightly  larger  the  cells  of  the  central  region  dis- 
integrated and  became  caseous,  so  that  in  a  more  advanced  stage 
each  nodule  consisted  of  an  irregular  central  mass  of  caseatiou, 
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DESCRIPTION  OF  PLATE  XXXIX. 

To  illustrate  Mr.  W.  K.  Sibley's  paper  on  Tuberculosis  in  Fowls. 
(Page  464.) 

Fig.  1. — Section  of  liver  (Zeiss  A,  oc.  2).  Nodules  in  various  stages  of  growth 
and  degeneration.  The  central  region  shows  mass  of  caseation  at  periphery  of 
which  groups  of  bacilli  are  seen.  This  is  surrounded  by  a  zone  of  epithelioid 
cells  and  leucocytes.  In  the  upper  part  a  small  secondary  nodule  is  seen  outside 
the  area  of  caseation. 

Fig.  2. — Portion  of  above  section  more  highly  magnified.     (Zeiss  D,  oc.  2.) 

a.  Central  caseation  showing  irregular  outline  of  periphery. 

b.  Group  of  bacilli. 

c.  Epithelioid  cells. 

d.  Leucocytes. 

e.  Fibrous  tissue. 
f.  Liver-cells. 

Fig.  3. — Free  margin  of  wall  of  caseous  pouch  growing  from  the  crop,  showing 
bacilli. 
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extending  in  the  form  of  pseudopodia  into  the  next  area;  bacilli 
were  present,  usually  in  groups,  towards  the  periphery  of  this 
degenerated  tissue  (Plate  XXXIX,  figs.  1,  2).  Between  these  pro- 
cesses of  progressive  caseation  large  epithelioid  cells  were  seen 
together  with  a  few  small  cells,  and  then  a  zone  of  leucocytes  with 
few  wavy  bundles  of  fibrous  tissue,  more  fibrous  tissue  with  fewer 
cells  surrounding  and  separating  the  whole  from  the  liver  sub- 
stance ;  occasionally  there  was  some  infiltration  of  leucocytes 
among  the  liver-cells,  which  themselves  often  appeared  swollen 


Woodcut  31. 


A.  Piece  of  small  intestine  with  large  nodules  (one  half  nat.  size).  B.  Intestine 
at  junction  of  cax'a,  showing  considerable  deposit  in  wall  of  latter  (one  half 
nat.  size).     In.  Intestine,     r.  Rectum,     c  c.  Ca3ca. 

and  granular  in  the  immediate  proximity  of  the  nodules.  Many 
which  had  caseating  centres  presented  small  tubercles  in  the  pro- 
cess of  formation  at  their  peripheral  regions,  these  revealing  all  the 
characters  of  the  newly-formed  nodules  described  above.  As  the 
disease  progresses  a  gradual  increase  both  of  deposit  and  of  fibrous 
tissue  takes    place   throughout   the    whole   organ,  the   liver-cells 
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atrophying.  At  the  line  of  junction  of  caseation  with  living  tissue 
there  was  a  similar  appearance  as  that  described  above  in  the  case 
of  the  pouch  from  the  crop. 

In  most  cases  the  lungs  presented  no  obvious  lesion,  in  a  few 
there  were  slight  pleural  adhesions,  usually  posteriorly,  occasionally 
with  fluid  in  the  pleural  cavity.  The  most  frequent  lesion  found 
was  a  small  isolated  nodule  the  size  of  a  split  pea  on  the  anterior 
surface  of  the  lung  towards  its  base.  Upon  section  it  was  of  a 
cartilaginous  consistence  in  the  substance  of  the  lung,  though  close 
to  the  surface  and  covered  by  thickened  pleura ;  in  no  case  was 
there  any  deposit  at  the  apex  or  any  cavity  formed.  In  one  speci- 
men nearly  the  whole  of  one  lung  and  the  base  of  the  other  were 
caseating  masses,  but  this  appeared  secondarily  by  direct  extension 
from  caries  of  the  adjacent  vertebrae.  Here  the  process  had  also 
extended  up  the  bronchus  into  the  trachea,  and  up  this  into  the 
syrinx.  The  deposit  was  chiefly  in  the  adenoid  tissue  posteriorly, 
and  visible  upon  opening  up  the  trachea  as  small  pale  projections 
beneath  the  mucous  membrane  along  the  posterior  border.  The 
process  diminished  in  quantity  as  one  proceeded  from  below 
upwards,  very  abundant  and  almost  surrounding  the  bronchus  of 
this  side ;  it  gradually  decreased  until  the  syrinx  was  reached  in 
which  recent  deposits  only  were  present,  those  lower  down  having 
undergone  caseation. 

Microscopically  the  whole  lung  was  often  seen  to  be  more  or  less 
infiltrated  with  small  cells,  and  in  some  cases  circumscribed  areas 
of  leucocytes  leading  to  nodules  of  caseation  with  thickened  pleura 
over  them.  A  section  through  one  of  the  more  recent  nodules 
showed  great  infiltration  of  the  peribronchial  region  with  small 
cells.  In  one  case,  in  the  centre  of  some  of  these  smaller  infiltrated 
bronchioles,  a  fungus  (Saccharomyces  mycodervia)  was  present. 

A  section  from  about  the  middle  of  the  trachea  showed  much 
submucous  infiltration  posteriorly  with  scattered  nodules  of  casea- 
tion containing  large  numbers  of  bacilli. 

In  a  few  cases  there  were  caseating  lymphatic  glands  in  the 
lower  and  deeper  tissues  of  the  side  of  the  neck,  but  in  none  had  they 
suppurated  or  discharged  externally,  nor  did  there  appear  to  be  much 
infiltration  of  the  tissues  around.  Usually  the  kidneys  and  ovary 
were  normal,  in  a  few  there  was  some  deposit  about  the  hilus  of 
both,  and  occasionally  the  disease  had  penetrated  into  the  substance 
of  the  organ. 
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In  two  cases,  in  both  of  which  the  visceral  lesions  were  in  an 
early  stage,  some  caries  of  the  vertebrae  was  present,  and  in  one 
also  hip-joint  disease  with  an  old  abscess  cavity  in  the  upper  part 
of  the  thigh-bone. 

A  case  of  disease  of  the  spinal  column  presented  in  the  abdominal 
cavity  a  large  abscess  sac  containing  some  two  ounces  of  flaky  fluid, 
extending  on  the  left  side  posteriorly  down  into  the  pelvis  and 
displacing  the  spleen  and  liver.  The  spleen  was  raised  forward 
and  firmly  adherent,  being  almost  embedded  in  its  wall;  the  left 
lobe  of  the  liver  was  also  adherent  to  the  anterior  surface,  and  the 
kidney  of  this  side  to  the  posterior  surface.  Upon  opening  up  this  sac 
its  walls  were  found  to  be  thin  and  very  friable,  covered  internally 
by  an  irregular  deposit  of  flaky  material  and  containing  lymph-like 
pus  with  solid  bodies  suspended  in  it.  This  main  sac  communicated 
through  the  rudimentary  diaphragm  by  a  narrow  passage  with  a 
small  cavity  in  the  base  of  the  left  pleura  (the  pleura,  lung,  and 
diaphragm  being  one  cheesy  mass).  The  whole  lung  of  this  side, 
with  the  excejrtion  of  the  apex,  was  solid  and  adherent  to  the  spine, 
upon  separation  from  which  some  caries  of  the  bodies  in  the  dorso- 
lumbar  region  was  exposed  exteuding  over  some  four  or  five 
vertebras.  The  abscess  appeared  to  originate  from  this,  pus 
channels  being  traced  to  the  diseased  bone.  There  was  also  some 
caseation  of  the  base  of  the  opposite  lung  with  fluid  in  its  pleura 
in  connection  with  the  spinal  caries,  and  pus  channels  going  through 
to  the  other  side. 

In  another  case  there  was  hip-joint  disease  on  the  left  side, 
which  was  chiefly  confined  to  the  acetabulum,  the  floor  of  which  was 
replaced  by  fungating  masses  of  granulation  tissue  projecting  into 
the  interior  of  the  pelvis  ;  there  was  little  or  no  fluid  in  the  joint, 
but  considerable  matting  together  of  the  tissues  in  the  neighbour- 
hood. The  head  of  the  femur  was  movable  and  had  slight  erosion 
of  its  cartilage.  The  thigh-bone  readily  fractured  throtigh  its  neck, 
and  it  was  then  found  that  in  the  region  of  the  tuberosities  was  a 
cavity  filled  with  a  very  dry  nodule  of  caseated  material  the  size  of 
a  large  pea.  The  walls  of  this  cavity  were  quite  smooth  and 
apparently  of  old  standing,  the  caseated  nodule  being  firmly 
encapsuled  by  the  surrounding  bone. 

In  the  region  of  the  lower  dorsal  spine  was  slight  erosion  of 
the  bodies  of  two  adjacent  vertebras,  the  right  pleura  being  filled 
with    flaky    blood-stained    pus    and    in    close    contact    with    the 
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diseased  bone.     The  lung  itself  was  healthy  ;  no  fluid  in  the  opposite 
pleura. 

Microscopical  section  through  the  neck  of  the  femur  showed 
some  of  the  so-called  air- cavities  to  he  enlarged  and  filled  with 
small  cells,  some  of  which  in  places  were  undergoing  caseation; 
numerous  bacilli  were  present  in  these  patches  of  degeneration. 

Bacilli,  which  both  structurally  and  in  their  reaction  to  staining 
fluids,  were  apparently  similar  to  those  of  tubercle  bacilli  found  in 
man,  occurred  in  great  numbers  in  the  following  regions:  liver, 
spleen,  intestine,  oesophagus,  crop,  lung,  trachea,  lymphatic  glands, 
and  femur. 

In  all  of  these  examples  the  bacilli  were  present  in  a  tissue  in 
which  apparently  (according  to  their  reaction  with  staining  fluids) 
some  process  of  degeneration  had  commenced.  Although  in  great 
abundance  in  these  regions  they  were  not  found  in  cells  which  had 
not  undergone  some  degree  of  metamorphosis.  From  this  it  would 
appear  that  the  bacilli  were  the  result  and  not  the  cause  of  the 
disease,  and  that  they  were  produced  and  grew  in  the  products  of 
degeneration  ;  they  soon  absorbed  the  essential  elements  from  the 
soil  in  which  they  grew,  and  so  disappeared  from  the  older  regions 
of  caseation  and  abounded  in  those  of  more  recent  formation.  Hence 
they  occur  towards  the  periphery  of  the  caseous  nodules  in  the 
viscera  and  towards  the  free  edge  of  the  degenerating  tissue  in  the 
walls  of  the  pouch  from  the  crop,  and  not  in  the  deeper  layers 
where  the  process  of  gradual  metamorphosis  of  living  cells  into  a 
condition  of  coagulative  necrosis  is  going  on. 

It  would  seem  that  the  tissues  of  the  avian  tribe  offer  a  soil  in 
which  tubercle  develops  to  a  much  more  extensive  degree  than  in 
the  human  subject,  and  that  the  life-energy  of  a  bird  is  greater, 
withstanding  a  more  prolonged  strain  upon  its  molecular  constitu- 
tion before  the  dissolution  of  the  individual.  So  the  collection  of 
cells  very  rapidly  degenerates,  the  caseated  products  becoming  very 
irregular  in  outline,  with  bacilli  present  in  great  numbers,  usually 
in  groups  towards  their  periphery.  Structurally  the  masses  of 
caseation  were  very  firm  ;  in  some  cases  a  small  furrow  had 
appeared  around  them  ;  they  tended  to  become  separated  from  the 
tissue  in  which  they  were  formed,  as  seen  on  the  surface  of  the  liver. 
In  some  birds  (pheasants)  I  have  found  these  small  caseated 
nodules  formed  in  the  liver  lying  free  in  the  abdominal  cavity  and 
others  on  the  surface  of  the  liver  in  the  process  of  separation.     The 
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deposits  appear  never  to  go  beyond  the  stage  of  early  caseation ;  do 
not  calcify  or  of  themselves  break  down  and  form  cavities.  There 
is  a  great  tendency  to  spread  by  continuity,  as  in  the  instance 
where  the  disease  spread  from  the  spine  to  the  pleura,  lung  and 
bronchus  and  then  up  the  trachea  to  the  syrinx.  Not  only  is 
caseation  very  extensive  but  there  is  frequently  considerable  tissue 
formation  previous  to  complete  degeneration,  so  the  nodules  were 
large  compared  to  the  size  of  the  animals  :  in  fact  the  disease  closely 
approached  a  neoplasm  in  its  nature. 

The  above  cases  are  very  interesting  from  an  etiological  point, 
the  disease  being  unknown  in  the  other  poultry  yards  in  the  neigh- 
bourhood, many  people  about  stating  that  they  had  never  lost  an 
adult  bird  from  disease.  The  hygienic  conditions  of  the  locality 
are  very  good,  being  on  the  south  side  of  chalk  downs,  fowls  free  in 
a  large  field,  huts  water-tight  and  well  ventilated.  The  tubercular 
disease  in  these  cases  appears  to  have  been  limited  to  certain  broods  ; 
others  which  had  lived  for  some  years  along  with  these  remained 
exempt  from  the  affection. 

The  disease  is  a  clear  case  of  hereditary  transmission,  and  must 
have  been  brought  into  the  farmyard  some  few  years  ago  when  the 
stock  was  first  started,  and  have  propagated  itself  with  fatal 
regularity,  in  spite  of  every  attempt  to  eradicate  it  by  killing  off  and 
carefully  getting  rid  of  all  affected  birds.  Here  hygiene  and  good 
feeding  have  done  nothing  either  to  check  the  outbreaks  of  disease 
or  to  stop  it  when  it  has  once  appeared  in  any  given  case.  The  only 
plan  appears  to  be  to  kill  off  the  whole  stock  and  start  afresh,  for 
though  frequently  for  some  months  no  illness  occurs,  then,  as  soon 
as  the  birds  get  to  a  certain  age,  they  one  by  one,  sicken,  emaciate, 
and  die.  December  6ih,  1887. 


8.   Tuberculosis  of  fowls.     {Card  specimen.) 
R.  G.  Hebb,  M.D. 

The  two  livers  exhibited  were  taken  from  fowls  bred  in  Scotland, 
near  Glasgow.  The  owner  stated  that  the  birds  were  dying 
of  some  wasting  disease,  and  that  the  liver  was  the  part  most 
affected. 
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Two  specimens  were  sent  to  me :  one  was  large,  soft,  very  friable, 
and  the  seat  of  numerous  spherical  yellowish  masses,  varying  in 
size  from  a  hemp- seed  to  a  Spanish  nut.  These  masses  were 
enclosed  in  a  thin  capsule  which  sharply  separated  the  contents 
from  the  adjacent  hepatic  tissue.  Microscopical  examination 
showed  that  these  degeneration-masses,  which  were  quite  devoid  of 
any  definite  structure,  were  filled  with  bacilli.  These  bacilli  gave 
the  same  colour  reaction  as  those  of  tubercle  bacilli. 

The  second  liver  was  apparently  quite  healthy  to  the  naked  eye. 
Indeed,  the  bird  was  served  at  table,  the  liver  being  sent  merely 
for  comparison.  Microscopical  examination,  however,  showed 
numerous  tubercles  in  various  stages  of  growth :  (1)  A  collection 
of  small  lymphoid  indifferent  cells.  (2)  Collections  of  cells,  partly 
lymphoid  and  partly  epithelioid  in  character,  surrounded  by  a 
definite  capsule  consisting  of  fusiform  fibres.  (3)  Tubercles  with 
central  caseation  and  surrounded  by  a  fibrous  capsule. 

In  this  liver  no  micro-organisms  could  be  demonstrated,  although 
the  sections  were  submitted  to  exactly  the  same  test  as  those  of 
the  first  case. 

It  is  obvious  that  the  second  bird  had  suffered  and  recovered 
from  the  tuberculosis,  but  the  inference  therefrom  is  doubtful. 
That  is  to  say,  had  these  last  tubercles  become  obsolete,  or  was 
the  disease  still  capable  of  future  development  ?  or  in  other  words, 
is  this  condition  to  be  regarded  in  the  light  of  a  "  vaccination,"  or 
to  be  considered  as  merely  quiescent  ?  December  6th,  1887. 


9.  On  an  exostosis  from  a  fish. 
By  J.  Bland  Sutton. 


A  few  weeks  ago  Dr.  Rundle,  of  Truro,  sent  me  a  specimen  which 
he  described  as  resembling  an  ossified  bird's  head.  He  was 
quite  sure  it  was  not  artificial  as  the  source  from  whence  he 
received  it  was  above  suspicion.  There  was  no  difficulty  in 
determining  its  nature.  The  specimen  in  question  is  an  osteoma 
connected  with  the  fin-ray  of  a  fish,  probably  Ephippus. 

It  occurred  to  me  that  it  might  be  of  some  interest  to  bring 
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•under  the  notice  of  the  Society  a  few  facts  relating  to  these  singular 
tumours,  with  the  hope  that  some  other  examples  may  be  secured 
which  will  enable  us  to  come  to  some  conclusions  as  to  their 
nature. 

Woodcut  32. 


A  fin-ray  of  Ephippus,  with  an  osteoma,  seen  in  section. 

As  far  as  I  can  learn,  the  first  description  of  these  tumours  was 
published  by  William  Bell1  in  1793.  Bell  described  his  specimen, 
a  Chcetodon,  as  being  about  eighteen  inches  long,  thirteen  broad,  and 

1  'Phil.  Trans./  1793.     Bell  was  at  one  time  assistant  to  John  Hunter. 
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about  three  in  thickness.     It  is  frequently  caught  at  Bencoolen  and 
several  other  parts  of  the  West  Coast  of  Sumatra. 

The  skeleton  is  very  singular,  many  of  the  bones  having  tumours, 
which  in  the  fish  Mr.  Bell  saw,  he  supposed  to  be  exostoses  arising 
from  disease,  but  on  dissecting  a  second  specimen  found  the  bones 
Lad  exactly  similar  tumours,  .and  the  fishermen  informed  him  that 

Woodcut  33. 


Section  through  the  skull  of  Ephippus  gigas  showing  a  large  osteoma 
surmounting  the  occipital  crest. 


they  were  always  found  on  this  fish  ;  he  therefore  concluded  them 
to  be  natural  to  it.  The  tumours  were  soft  and  spongy  as  to  be 
easily  cut  with  a  knife  ;  they  were  filled  with  oil. 

Bell  was  well  aware  that  Hunter's  collection  contained  two  or 
thi-ee  of  these  bones,  but  he  never  knew  to  what  fish  they  belonged. 
They  were  supposed  to  be  from  the  backs  of  some  of  the  larger 
Rays. 
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The  Museum  of  the  Royal  College  of  Surgeons  contains  nearly  a 
score  of  these  bones  ;  they  are  all  described  in  the  catalogue  by 
Professor  Owen  as  belonging  to  the  light-horseman  fish  Ephippus 
and  labelled  Hunterian.  These  are  probably  the  specimens  referred 
to  by  Bell  as  being  in  "  Mr.  Hunter's  collection."  The  rays  with 
their  tumours  are  the  exact  counterpart  of  those  figured  by  Cuvier 
and  Valenciennes1  as  common  to  the  anal  fin  of  Ephippus.  These 
rays  are  very  characteristic,  for  they  present  at  one  end  a  tumour 
of  the  size  of  a  chestnut,  hard,  smooth,  and  as  dense  as  ivory  ; 
articulating  with  this  by  means  of  a  shackle-joint  is  one,  but 
usually  two,  smaller  rays.  On  section  the  outline  of  the  ray  can 
be  clearly  defined  running  through  the  midst  of  the  tumour.  A 
typical  specimen  is  shown  in  section  (Woodcut  32). 

Cuvier  was  of  opinion  that  these  exostosed  rays  come  from  the 
anal  fin  of  Plat  ax  noduleux,  and  that  Bell's  specimen  is  really  a 
Platax  and  not  Chcetodon  arthriticus.  Cuvier  further  states  that 
these  bones  are  common  in  osteological  collections.  They  are 
brought  home  by  travellers  who  have  eaten  these  fish,  and  pre- 
served their  fin-rays  as  curiosities. 

Closely  allied  to  these  tumours  of  the  fin-rays  are  the  very 
remarkable  bony  masses  which  Valenciennes  has  described  in  con- 
nection :with  the  skeleton  of  Ep>hippus  faber  and  Ephippus  gigas. 
In  the  former  fish  they  affect  especially  the  occipital  crest.  In  old 
fish  it  forms  a  large  boss  of  bone  the  exterior  of  which  presents  an 
appearance  like  enamel.     (Woodcut  33.) 

As  far  as  I  know,  no  explanation  has  been  offered  to  account 
for  these  tumours. 

As  the  sketch  illustrating  Bell's  original  description  of  Chcetodon 
is  very  rough  and  inadequate,  and  as  the  skeleton  is  preserved  in 
the  Museum  of  the  Royal  College  of  Surgeons,  I  have  had  it 
redrawn  (Woodcut  34).  March  20th,  1888. 

1  '  Histoire  Naturelle  des  Poissons,'  t.  vii,  p.  204. 
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1.  Hsematoma  of  dura  mater.   Bv  Angel  Monet,  M.D.  November 

1,  1887. 

2.  Sarcoma  of  dura  mater  (recent  specimen).     By  Angel  Money, 

M.D.     March  20,  1888. 


3.  Interlobular  emphysema  of  the  lung,  due  to  pressure  of  an 
aneurysm  of  the  thoracic  aorta  on  the  trachea  (with  drawing). 
By  a.'  N.  Pitt,  M.D.     May  15,  1888. 


4.  Aneurysm  of  the  heart.     By  F.  G.  Penrose,  M.D.     May  15, 

1888. 

5.  Ulcerative  endocarditis   (recent  specimen).     By  F.  G.    Pen- 

rose, M.D.     March  20,  1888. 

6.  Valvular  disease  of  heart  in  an  infant.  By  B.  G.  Morison,  M.D. 

April  3,  1888. 

7.  Five   cases   of  tricuspid   disease.      By    R.    G.    Hebb,   M.D. 

December  6,  1887. 

8.  Aortic  aneurysm  perforating  the  trachea.     By  Angel  Money, 

M.D.     October  18,  1887. 

9.  Aortic  aneurysm  pressing  on  left  bronchus  ;  solid  lung  with 

apical  excavation  ;  basal  empyema.    By  Angel  Money,  M.D. 
October  18,  1887. 


10.  Two  cases  of  cancer  of  the  oesophagus  involving  the  trachea  and 

necessitating  tracheotomy  (preserved  in  University  College 
Museum,  1039*  and  1039B) .     By  C.  Stonham.     May  1, 1888. 

11.  Imperforate  anus.     By  G.  N.  Pitt,  M.D.     May  1,  1888. 
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12.  Multiple  lymphadenornata  of  stomach  and  intestine.     By  G-.  N. 

Pitt,  M.D.     May  1,  1888. 

13.  Lumbar  hernia  through  an  abscess.     By  E.  Owen.     January 

3,  1888. 

14.  Gummata  of  liver  in  infant  (recent  specimen).     By  N.  Dal- 

ton,  M.D.     April  17,  1888. 


15.  Advanced  surgical  kidneys.     By  T.  F.  Pearse,  M.D.     March 

20,  1888. 

16.  Epithelioma  of  the  kidney  associated  with  calculus.     By  Sir  W. 

Mac  Cormac.     March  6,  1888. 

17.  Bladder  with  vesical  and  prostatic  calculi.     By  C.  Mansell 

Moullin.     May  1,  1888. 

18.  Villous  tumour  of  bladder ;  surgical  kidney.     By  C.  Heath. 

October  18,  1887. 


19.  Transverse  fracture  of  patella  united  by  bone.     By  C.  Mansell 

Moullin.     February  7,  1888. 

20.  Syphilitic  crania.     By  C.  Mansell  Moullin.     March  6, 1888. 

21.  Tumour  of  bone.     By  C.  Stonham.     February  21,  1888. 

(1)  Spindle-celled  sarcoma  of  humerus  with  fracture  of 
the  shaft  of  the  bone  (University  College  Museum, 
664A). 

(2)  Spindle-celled  sarcoma  of  the  tibia  (University  College 
Museum,  661A). 

(3)  Cystic  myeloid  sarcoma  of  the  head  of  the  tibia, 
involving  the  joint  and  the  lower  epiphysis  of  the 
femur. 

(4)  Cystic  sarcoma  of  the  femur. 

(5)  Spindle-celled  sarcoma  of  the  femur. 

22.  Tabetic  feet.     By  J.  R.  Lunn.     May  15,  1888. 


23.  Osteoma  of  the  skin.     By  C.  Mansell  Moullin.     May  1, 1888. 

24.  Dermoid  cyst  from  the  thyrohyoid  space  (third  branchial  cleft)  . 

Two  specimens  from  different  cases.     By  S.  G.  Shattock. 
February  21,  1888. 


ADDITIONAL    LIST   OF    CARD    SPECIMENS.  479 

25.  Leprosy  and  diffuse  f  ratnboesia  of  the  hands.     By  C.  Stonham, 

for  Beaten  Bake,  M.D.  (Trinidad).     Specimen  preserved 
in  "University  College  Museum.     February  7,  1888. 

26.  Gangrene  of  the  leg  following  typhoid  fever  (recent  specimen). 

By  F.  D.  Drewitt,  M.D.     December  20,  1887. 

27.  Photographs  of  a  case  of  atrophy  of  the  arm  with  cedema  and 

ulceration  of  the  hand.     By  E.  Jacob,  M.D.     October  18, 
1887. 
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„  angioma  of  membranes  of  (D'Arcy  Power)  .  .  .4 

„  cancer,  primary  (or  endothelioma)  of,  in  connection  with  peduncles  and 

pons  (J.  Coats)  .  .  .  .  •  .5 

,,  dilatation   of   the   lateral   ventricles  in  case  of  syringomyelia  (F.  C. 

Turner)      .  .  .  •  •  •  .14 

„  hydatids  of  (B.  O'Connor)         .  .  .  .  .146 

„  psammoma  of  (L.  A.  Dunn)       .  .  .  .  .8 

„  tumour  of,  partial  perforation  of  skull  in  case  of  (J.  A.  Ormerod)  .         1 

BREAST,  adenoma  of,  supervention  of  scirrhus  (J.  Hutchinson,  jun.)  .     319 

,,  villous  carcinoma  of  (B.  Pitts)  .....     320 
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BREAST  {continued) —  page 

„  duct-cancer  of  (W.  H.  Battle)  .  .  .  .  .322 

„  tubercular  tumour  of  (K.  G.  Hebb)  ....     446 

BRONCHIAL  GLANDS,  malignant  disease  of  (G.  N.  Pitt)  .  .       54 

Bull  (William  C),  bladder  from  case  of  prostatectomy  and  supra-pubic 

lithotomy  .......     193 

„  a  rare  form  of  fracture  of  the  lower  end  of  the  femur  .  .     236 

BURSA,  ossification  in  ?  (J.  H.  Targett)        .  .  .304 

„  patella?,  enlarged,  with  endogenous  growths  (H.  A.  Lediard)  .     290 

BUTTOCK,  bony  tumour  of  (?  ossification  in  bursa),  (J.  H.  Targett)  .     304 

CECUM,  volvulus  of  (W.  J.  Walsham)  .  .  .  .110 

CALCULUS  from  a  vesical  diverticulum  (T.  V.  Jackson)  .  .     192 

,,  in  retro- prostatic  pouch  (W.  Bruce  Clarke)  .  .  .     192 

„  renal,  kidneys  from  case  of  (P.  G.  Penrose)  .  .  .     161 

„  contained  in  cysts  in  the  kidney  (H.  W.  G.  Mackenzie)  .  .     155 

„  salivary,  unusually  large ;  submaxillary  gland  removed  witb  (D'Arcy 

Power)       .  .  .  .  .  •  .103 

CANCER,  a  note  on  the  histology  of  sterile  incubated  cancerous  and  healthy 

tissues  (S.  G.  Shattock  and  C.  A.  Ballance)  .  .  .409 

„  of  common  bile-duct  (J.  A.  Ormerod)        ....     145 
„  of  the  prostate,  removal  of  part  of  the  middle  lobe  by  prostatectomy 

(C.  Stonham) 
„  mediastinal,  two  cases  (H.  Handford) 
„  of  the  thyroid  isthmus  (R>.  G.  Hebb) 
„  duct,  of  breast  (W.  H.  Battle)  . 
„  primary  (or  endothelioma)  of  the  brain 

and  pons  (J.  Coats)  . 
„  —  of  Fallopian  tubes  (A.  Doran) 
„  —  of  pleura  (G.  N.  Pitt) 
„  see  Arsenic-cancer. 
CARCINOMA  of  common  bile-duct  (N.  Moore)  .  .  .142 

"  of  the  bladder,  case  of  (E.  H.  Fenwick)     .  .  _  .  .     181 

„  of  the  pancreas  and  semilunar  ganglia  (W.  Hale  White)         .  .     147 

„  of  the  prostate,  case  of  (E.  H.  Fenwick)  ....     195 
„  of  the  obliterated  umbilical  vein  and  hypogastric  arteries  (W.  Hale 

White)      .  .  •  •  •  •  .96 

„  and  fibroma  in  tbe  urinary  bladder  (E.  H.  Fenwick  and  B.  Watson)      .     1G9 

„  "contact,"  of  the  urinary  bladder  (E.  H.  Fenwick)  .  .     178 

„  cystic,  of  neck ;   removal,  recurrence  (C.  J.  Symonds)  .  .     337 

„  duct,  secondary,  of  the  ribs  (S.  G.  Shattock)  .  .  .     324 

„  primary,  of  liver  (G.  F.  Crooke)  ....     137 

M  _  0f  urinary  bladder  (G.  H.  Makins)       .  .  .  .182 

„  villous,  of  breast  (B.  Pitts)       .  .  •  •  .320 

CARD  SPECIMENS,  additional  list  of  those  exhibited  during  the  session    .     477 

CARIES  without  suppuration  (F.  S.  Eve)       ....     266 

CARTILAGE,  dislocated  internal  semilunar  (H.  A.  Lediard)         .  .     289 

CEREBRAL  MEMBRANE,  see  Brain,  Membrane  of. 

CEREBRAL  TUMOURS,  see  Brain,  Tumours  of. 

CHARCOT'S  DISEASE  of  the  knee-joint,  case  of  (W.  Collier  and  G.  N.  Pitt)  .       22 
Chavasse  (Thomas  F.),  a  case  of  mixed  tumour  of  the  parotid    .  .     301 

Cholmeley  (H.  P.),  per  F.  D.  Drewitt,  lung  from  case  of  fatal  ha3mo- 

ptysis  in  an  infant    .  .  ■  •  •  .47 
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CHOPART'S  AMPUTATION,  stump  of  (W.  G.  Spencer)  .    450 

CIRCULATION,  organs  of,  diseases,  &c.  .  .  67-96 

CIRRHOSIS,  see  Liver. 
Clarke  (\V.   Beuce),  sloughing  of  the  superior  fundus  of   tbe  bladder 

following  cystitis  and  stricture  ....     164 

„  stone  in  retro-prostatic  pouch    .  .  .  .  .192 

CLAVICLES,  deformity  of  the  sternal  ends  of  both  (W.  G.  Spencer)  .     227 

Clutton  (H.  H.),  case  of  osteitis  deformans,  showing  a  want  of  symmetry 

and  lengthening  of  some  of  the  bones     ....     259 
„  symmetrical  loose  bodies  from  two  knee-joints         .  .  .     284 

Coats  (Joseph),  a  case  of  primary  cancer  (or  endothelioma)  of  the  brain, 

in  connection  with  peduncles  and  pons    .  .  .  .5 

„  case  of  multiple  cancerous  tumours,  many  of  them  cystic,  in  the  lungs, 

brain,  bones,  &c. ;  the  primary  tumour  probably  in  the  lung  .     326 

COLITIS,  ulcerative  (W.  Hale  White)  .  .  .  .126 

Collier  (W.),  tubercular  disease  of  the  suprarenal  capsule,  unattended 

by  bronzing  of  the  skin  .....     350 

„  fracture  of  the  larger  pastern  bone  of  a  horse  .  .  .     459 

„  and  G.  N.  Pitt,  a  case  of  Charcot's  disease  of  the  knee-joint .  .       22 

Colman  (W.  S.),  adenomatous  polypus  of  umbilicus     .  .  .     110 

„  three  cases  of  inflammatory  changes  in  the  intestinal  and  mesenteric 

lymph-glands  in  diphtheria      .....     122 

COMMITTEE  ON  MORBID  GROWTHS,  report  of  :— 
„  on  Dr.  Griffiths'  case  of  villous  sarcoma  of  the  neck  and  heart  (R.  W. 

Parker  and  S.  G.  Shattock)      .  .  .  .  .315 

COMMUNICATIONS,  SPECIAL  :— 
„  an  investigation  into  the  so-called  Hendon  cow  disease  in  its  relation  to 

scarlet  fever  in  man  (Edgar  Crookshank)  .  .  .     371 

„  a  note  on  the  histology  of  sterile  incubated  cancerous  and  healthy  tissues 

(S.  G.  Shattock  and  C.  A.  Ballance)         .  .  .  .409 

„  on  hajmorrhagic  infarction  of  the  liver  (L.  C.  Wooldridge)      .  .     421 

CONCRETIONS,  intestinal  (W.  B.  Hadden)    .  .  .  .131 

CORPUS  LUTEUM,  cyst  in  (S.  G.  Shattock)  .  .  .  .218 

COW  DISEASE  in  its  relation  to  scarlet  fever  in  man  (E.  Crookshank)         .     371 

CRANIUM,  ancient  Egyptian,  affected  with  osteo-porosis  (F.  S.  Eve)  .     269 

„  isolated  fracture  of  base  of  (J.  H.  Targett)  .  .  .     228 

„  case  of  myxoma  of  (E.  H.  Jacob)  ....     209 

„  partial  perforation  of,  in  case  of  cerebral  tumour  (J.  A.  Ormerod)  .         1 

„  multiple  sarcomata  of  (J.  H.  Targett)      ....     306 

Cbooke  (Geoege  F.),  pulmonary  endarteritis  .  .  .61 

„  liver,  portion  of  peritoneum,  and  spleen  from  a  case  of  chronic  perito- 
nitis with  ascites       ......     133 

„  a  case  of  primary  carcinoma  of  the  liver  ....     137 

Crookshank  (Edgar),  an   investigation  into  the  so-called  Hendon  cow 

disease  in  its  relation  to  scarlet  fever  in  man  .  .  .     371 

„  streptococcus  alleged  to  be  the  contagion  of  scarlet  fever        .  .     392 

CYST  in  corpus  luteum  (S.  G.  Shattock)         ....     218 

„  of  heart  (W.  B.  Hadden)  .  .  .  .  .79 

„  of  the  peritoneum  (C.  Stonham)  ....     149 

„  renal,  haemorrhage  into  a  (L.  Hudson)     ....     158 

„  —  calculi  contained  in  (H.  W.  G.  Mackenzie)  .  .  .     155 

„  see  Adenoma,  Carcinoma,  Tumours  {cystic). 
CYSTIC  degeneration  of  kidneys  (H.  M.  Murray)  .  .  .     157 
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CYSTIC  {continued)—  page 

„  disease  of  the  testis  (A.  Q.  Silcock)  ....     198 

„  growths  in  the  cerebellum  and  right  adrenal  (F.  C.  Turner)  .  .         9 

„  tumour  of  organ  of  Giraldes  (F.  S.  Eve)  ....     197 

CYSTITIS,  followed  by  sloughing  of  superior  fundus  of  bladder  (W.  Bruce 

Clarke)      .  .  .  .  .  .164 


DEFORMITY  of  the  sternal  ends  of  both  clavicles  (W.  G.  Spencer) 
DEGENERATION,  cystic,  of  kidneys  (H.  M.  Murray)  . 

,,  —  accompanying  fibro-sarcoma  of  tibia  (F.  S.  Eve) 

„  see  Fatty  degeneration. 
DEPOSIT,  see  Uratic  deposit. 
DESMOIDS,  ovarian,  mammae  in  (J.  B.  Sutton) 

„  —  (S.  G.  Shattock)    .... 
DIGESTION,  organs  of,  diseases,  &c. 
DILATATION,  see  (Esophagus. 
DIPHTHERIA  (two  cases)  (ft.  G.  Hebb) 

„  three  cases  of  inflammatory  changes  in  the   intestinal  and 
lymph-glands  in  (W.  S.  Colman) 
DISEASES,  &c,  of  nervous  system 

„  —  of  the  organs  of  respiration 

„  —  of  the  organs  of  circulation 

„  —  of  the  organs  of  digestion 

„  —  of  the  genito-urinary  organs 

„  —  of  the  osseous  system 

„  —  of  the  ductless  glands 

„  —  of  the  skin 

„  —  of  the  lower  animals 
DISLOCATED  internal  semilunar  cartilage  (H.  A.  Lediard) 
DIVERTICULUM,  vesical,  stone  from  a  (T.  V.  Jackson) 
Doean  (Alban),  papilloma  of  both  Fallopian  tubes  and  ovaries 

„  primary  cancer  of  the  Fallopian  tube 
DUCT  CANCER,  see  Cancer,  Carcinoma. 
DUCTLESS  GLANDS,  see  Glands. 
DUCTS,  see  Bile-ducts, 
Dunn  (L.  A.),  psammoma  of  brain. 

DUPUYTREN'S  FRACTURE  of  the  fibula  (J.  Hutchinson,  jun.) 
Deewitt  (F.  D.),  see  Cholmeley,  S.  P. 
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EMBOLIC  GANGRENE,  four  cases  (A.  A.  Bowlby) 

EMBOLISM,  pulmonary,,  death  from,  in  case  of  popliteal  aneurysm  (J.  H. 
Targett)    ....... 

ENCHONDROMA  of  hand  (H.  A.  Lediard)      .... 

ENDARTERITIS,  pulmonary  (G.  F.  Crooke) 
ENDOTHELIOMA  see  Cancer  (primary)  of  the  brain. 
EPIPHYSIS,  upper,  of  radius,  separation  of  (C.  M.  Moullin) 
„  lower  of  femur ;  T-shaped  impacted  fracture  through  the,  with  bony 
union  (C.  M.  Moullin)  ..... 

EPIPHYSITIS,  acute,  occurring  in  both  knee-joints,  left  temporo-maxillary 
joints  and  metacarpo-phalangeal  joint  of  right  index  finger  (J.  R.  Lunn) 
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EPITHELIOMATOUS  GROWTH  in  bladder;  Bilharzia  hammtobia  coexisting 

with  (T.  Harris,  per  E.  H.  Fenwick)        .  .  .  .183 

Eve  (Feedeeic  S.)  ranula  .  .  .  .  .101 

„  urinary  bladder  and  kidney  from  a  case  of  Bilbarzia  hsematobia  .     184 

„  cystic  tumour  of  organ  of  Giraldes  .  .  .  .197 

„  caries  without  suppuration         .....     266 

„  part  of  an  ancient  Egyptian  skull  affected  with  osteo-porosis  .    269 

„  specimen   of   central   fibro-sarcoma   expanding   tibia,  accompanied   by 
extreme  cystic  degeneration ;  with  remarks  on  the  relation  of  injury 
and  inflammation  to  the  production  of  sarcoma  of  the  bones  .     273 

„  large   congenital  lipoma  situated  between  the  abdominal  muscles  and 

fascia?         .......     295 

„  experimental  observations  on  the  pathology  of  lupus,  with  notes  on  three 

cases  of  lupus  or  tuberculosis  of  the  skin  of  the  hand  .  .     363 

EWE,  abscess  of  brain,  &c,  in  an  (W.  K.  Sibley)  .  .  .459 

EXOSTOSIS  from  a  fish  (J.  B.  Sutton)  .  .  .  .472 

FALLOPIAN  TUBES,  primary  cancer  of  (A.  Doran)      .  .  .208 

„  papilloma  of  (A.  Doran)  .....     200 

FATTY   DEGENERATION,  atrophic  cirrhosis  of  liver  showing  irregular 

nodular  prominences,  due  to  (L.  Hudson)  .  .  .     132 

„  —  of  heart  in  cases  of  abdominal  tumour  (B.  Fenwick)  .  .       74 

„  hernia?,  see  Hernia. 

FEMUR,  with  newly-formed  bone,  from  a  case  of  pysemia  in  an  infant 

(J.  H.  Morgan)         .  .  .  .  .  .258 

„  displacement  of  the  head  of  the,  through  a  fracture  of  the  acetabulum, 

into  the  pelvis  (T.  Holmes)      .....     231 

„  fracture  of  the  lower  end  of  the,  a  rare  form  of  (W.  C.  Bull)  .     236 

„  —  T-shaped  impacted,  through  the  lower  epiphysis  of  the,  with  bony 

union  (C.  M.  Moullin)  .  .  .  .  .243 

„  parosteal  lipoma  connected  with  the  periosteum  of  the  (D'Arcy  Power)     270 

Fenwick  (Bedfobd),  fatty  degeneration  of  the  heart  in  cases  of  abdominal 

tumour      .  .  .  .  .  .  .  .74 

Fenwick  (E.  Hueet),  notes  upon  the  macroscopy  of  villous  papillomata  of 

the  bladder  .  .  .  .  .  .166 

„  sarcoma  of  the  urinary  bladder                   ....  171 

„  "  contact "  carcinoma  of  the  urinary  bladder            .                 .                 .  178 

„  a  case  of  carcinoma  of  the  bladder             ....  181 

„  a  case  of  carcinoma  of  the  prostate           ....  195 

„  and    Boswell    Watson,   a  fibroma   coexisting  with  carcinoma  of  the 

urinary  bladder         ......  169 

„  see  Harris,  T. 

FIBRO-SARCOMA,  central,  expanding  tibia,  accompanied  by  extreme  cystic 

degeneration  (F.  S.  Eve)  .  .  .  .  .273 

FIBROMA  of  the  tongue  (S.  Paget)  .  .  .  97 

„  coexisting  with  carcinoma  in  the  urinary  bladder  (E.  H.  Fenwick  and 

B.Watson)  .  .  .  .  .  .169 

FIBROSIS  of  liver  caused  by  congenital  syphilis  (W.  Hale  White)  .     444 

FIBULA,  Dupuytren's  fracture  of  the  (J.  Hutchinson,  jun.)        .  .     238 

FINGERS,  uratic  deposit  in  the  head  of  the  first  phalanx  of   one  of  the 

(S.  G.  Shattock)       .  .  .  ...  .280 

,,  see  Metacarpo-phalangeal  joint. 
FISH,  exostosis  from  a  (J.  B.  Sutton)  ....    472 
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PAGE 
F(ETUS  of  about  the  fourth  month,  imperforate  urethra  in  (S.  G.  Shattock)     185 
„  with  spina  bifida  occulta  and  some  remarkable  associated  abnormalities 

(J.  B.  Sutton)  .  .  .  .  .  .432 

„  parasitic,  report  on  a  living  specimen  of  (J.  B.  Sutton  and  S.  G.  Shattock)     427 
FOOT,  sarcomatous  tumour  of  the  sole  of  the  (F.  Treves)  .  .     308 

FOREIGN  BODIES,  see  Fruit-stones. 
FOWLS,  tuberculosis  in  (W.  K.  Sibley)  ....     464 

„  —  (R.  G.  Hebb)        .  .  .  .  .  .470 

FRACTURE  of  acetabulum,  displacement  of  head  of  femur  through,  into 

the  pelvis  (T.  Holmes)  .  .  .  .  .231 

„  of  the  lower  end  of  the  femur,  a  rare  form  of  (W.  C.  Bull)     .  .     236 

„  of  the  larger  pastern  bone  of  a  horse  (W.  Collier)    .  .  .     459 

„  compound  comminuted,  of  the  lower  jaw,  with  rupture  of  the  inferior 

dental  nerve  (W.  G.  Spencer)  ....     230 

„  simple  comminuted,  of  the  head  of  the  tibia  (D'Arcy  Power)  .     237 

„  Dupuytren's,  of  the  fibula  (J.  Hutchinson,  jun.)      .  .  .     238 

„  isolated,  of  base  of  skuli  (J.  H.  Targett)  .  .  .     228 

„  T-shaped  impacted,  through  the  lower  epiphysis  of  the  femur  with  bony 

union  (C.  M.  Moullin)  .....     243 

FRUIT-STONES,   tubercular  ulceration  of  the  intestine,  associated  with 

the  presence  of  (L.  Hudson)    .....     112 

Fey  (Fabbant),  per  J.  S.  Targett,  cyst-adenoma  of  thyroid       .  .     341 


GANGLIA,  see  Semilunar. 

GANGLION,  palmar,  pulpy  disease  ?  of  (C.  J.  Symonds)  .  .  .     447 

GANGRENE,  two  cases  caused  by  arterial  thrombosis  (A.  A.  Bowlby)  .       92 

„  embolic,  four  cases  (A.  A.  Bowlby)  .  .  .  .88 

GENERATION,  organs  of,  diseases,  &c.  .  .  .  151-226 

GIRALDES,  organ  of,  cystic  tumour  of  (F.  S.  Eve)       .  .  .     197 

GLANDS,  multiple  sarcomata  of  (J.  H.  Targett)  .         .  .  .306 

„  ductless,  diseases,  &c.  ....  339-351 

„  submaxillary,  removed  with  an  unusually  large  salivary  calculus  (D'Arcy 

Power)       .  .  .  .  .  .  .103 

„  caseous ;  perforations  connected  with,  in  oesophagus  and  stomach  (G. 

N.  Pitt)     .  .  .  .  .  .  .107 

„  see  Bronchial,  Intestinal,  Lymph- glands. 
Goodhart  (James  F.),  osteitis  deformans,  associated  with  lymphomatous 

nodules  in  the  spleen    ......     262 

GOUT,  knee-joint  showing  the  changes  occurring  in  (C.  Stonham)  .     279 

Griffiths  (Joseph),  case  of  villous  sarcoma  of  the  neck  and  heart  .     311 

n  —  report  of  Morbid   Growths  Committee   (R.  W.  Parker  and  S.  G. 

Shattock)  on  .  .  .  •  •  .315 

GROWTHS,  endogenous,  with  enlarged  bursa'patellse  (H.  A.  Lediard)  .     290 

GUMMATA  caused  by  congenital  syphilis  (W.  Hale  White)  .  .     444 


Habeeshon  (S.  Herbert),  congenital  malformation  of  heart  and  kidneys; 
obliteration  of  pulmonary  artery  ;  aorta  arising  from  the  right  ven- 
tricle ;  imperfection  of  septum  ventriculorum ;  lungs  supplied  from 
aorta  by  a  large  ductus  arteriosus  dividing  into  right  and  left  pulmo- 
nary branches ;  horse-shoe  kidney  .  .  •  .71 
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Hadden  (W.  B.),  cyst  of  heart      .  .  .  .  .79 

„  intestinal  concretions ......     131 

„  a  case  of  lymphadenoma  in  which  the  intestinal  glands  were  extensively 

affected      .  .  .  .  .  .  .128 

HEMOPTYSIS,  lung  from  fatal  case  of,  in  an  infant  (H.  P.  Cholmeley).    .       47 
HEMORRHAGE  into  a  renal  cyst  (L.  Hudson)  ...  .     158 

HEMORRHAGIC  infarction  of  the  liver  (L.  C.  Wooldridge)        .  .421 

HAMMER-TOE,  two  cases  of  (S.  G.  Shattock)  .  .  .449 

HAND,  enchondroma  of  (H.  A.  Lediard)        .  .  .  .300 

„  tuberculosis  of  skin  of,  see  Lupus. 

Handfobd  (H.),  two  cases  of  mediastinal  cancer  .  .  .48 

„  dilatation  of  the  oesophagus  .....  103 
„  multiple  tubercular  strictures  of  the  intestine  .  .  .     117 

„  hypertrophy  of  right  kidney  ;  congenital  (?)  atrophy  of  left  .  .     151 

Haeeis  (Thomas),  per  E.  IT.  Fenwick,  Bilharzia  hsematobia,  coexisting 

with  an  epitheliomatous  growth  in  the  bladder       .  .  .     183 

HEART,  cyst  of  (W.  B.  Hadden)    .  .  .  .  .79 

„  fatty  degeneration  of,  in  cases  of  abdominal  tumour  (B.  Fenwick)  .       74 

„  hypertrophied,  in  case  of  hypertrophy  of  circular  muscular  coat  of  oeso- 
phagus (G.  N.  Pitt)  .  .  .  .  .107 
„  malformation,  two  cases  (H.  Montague  Murray)      .                 .  .67 
„  —  congenital  (S.  H.  Habershon)               .                 .                 .  .71 
„  villous  sarcoma  of  the  (J.  Griffiths)           ....     311 
report  of  Morbid  Growths  Committee  (R.  W.  Parker  and  S.  G.  Shat- 
tock) on             .....  315 
„  see  Mitral  Valve. 

Hebb  (R.  G.),  diphtheria,  two  cases  of  .  .  .34 

„  cancer  of  the  thyroid  isthmus  .....  342 
„  tubercular  tumour  of  breast  .....  446 
„  tuberculosis  of  fowls  .....     471 

HENDON  cow  disease,  see  Cow  disease. 

HERMAPHRODITISM,  complex  or  vertical ;  case  of  perfect  uterus  mascu- 
linus  with  perfect  Fallopian   tubes  and  testes  in  the  broad  ligament 
(C.  Stonham)  .  .  .  .  .  .219 

HERNI2E,  fatty,  in  linea  alba  (J.  Hutchinson,  jun.)      .                 .                 .  451 

„  inguinal,  in  monkeys  (J.  B.  Sutton)           ....  453 

„  umbilical,  congenital  (D'Arcy  Power)       ....  108 

Holmes  (Timothy),  displacement  of  the  head  of  the  femur,  through  a 

fracture  of  the  acetabulum  into  the  pelvis               .                 .                 .  231 
HORNY  TUMOUR  in  mouse  (F.  Treves)        .                 .                 .                 .463 

HORSE,  fracture  of  the  larger  pastern  bone  of  a  (W.  Collier)       .                 .  459 
Hudson  (Leopold),  tubercular  ulceration  of  the  intestine,  associated  with 

the  presence  of  fruit-stones      .....  112 

„  atrophic  cirrhosis  of  the  liver,  showing  irregular  nodular  prominences 

due  to  fatty  degeneration         .....  131 

„  haemorrhage  into  a  renal  cyst    .  .  .  .  .158 

Hutchinson  (Jonathan),  on  some  examples  of  arsenic-keratosis  of  the 

skin  and  of  arsenic-cancer        .....  352 

Hutchinson  (Jonathan,  jun.),  Dupuytren's  fracture  of  the  fibula             .  238 

„  adenoma  mammas ;  supervention  of  scirrhus             .                 .                 .  319 

„  fatty  herniae  in  linea  alba           .....  451 
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HYDATIDS  of  spleen,  liver,  brain,  &c.  (B.  O'Connor)    .  .  .146 

HYDRONEPHROSIS,  congenital,  case  of  (Dawson  Williams)         .  .     152 

HYPERTROPHY  of  right  kidney;  congenital  (?)  atrophy  of  left  (H.  Hand- 
ford).         .  .  .  .  .  .  .151 

„  of  circular  muscular  coat  of  oesophagus  associated  with  an  hypertrophied 

heart  (G.  N.  Pitt)     .  .  .  .  .  .107 

„  of  an  accessory  thyroid  in  a  case  of  spindle-celled  sarcoma  of  the  thyroid 

(S.  G.  Shattock)        .  .  .  .  .  .339 

INCUBATED  cancerous  and  healthy  tissues ;  a  note  on  the  histology  of 

sterile,  (S.  G.  Shattock  and  C.  A.  Ballance)  .  .  .409 

INFARCTION,  hemorrhagic,  of  the  liver  (L.  C.  Wooldridge)       .  .     421 

INFLAMMATION,  relation  of,  to  production  of  sarcoma  of  bones  (F.  S. 

Eve)  .  .  .  .  .  .  .273 

INFLAMMATORY  changes  in  the  intestinal  and  mesenteric  lymph-glands 

in  diphtheria  (W.  S.  Colman)  .  .  .  .  .122 

INJURY,  relation  of,  to  production  of  sarcoma  of  bones  (F.  S.  Eve)  .     273 

INSANE,  general  paralysis  of,  see  Paralysis. 

INTESTINAL  concretions  (W.  B.  Hadden)  .  .  .  .131 

„  glands  extensively  affected  in  case  of  lymphadenoma  (W.  B.  Hadden)  .     128 
INTESTINE,  stricture  of,  following  tubercular  ulcer  (F.  Treves).  .     113 

„  —  multiple  tubercular,  of  (H.  Handford)  .  .  .     117 

„  tubercular  ulceration  of,  associated  with  the  presence  of  fruit-stoues 

(L.  Hudson)  .  .  .  .  .  .112 

INTUSSUSCEPTION,  multiple,  in  a  baboon  (W.  K.  Sibley)  .  .     457 

Jackson  (Thomas  V.),  sarcoma  of  the  urinary  bladder  .  .     17G 

„  stone  from  a  vesical  diverticulum  ....     192 

Jacob  (Eenest  H.),  case  of  myxoma  of  cranium  .  .  .     269 

JAW,  lower,  compound  comminuted  fracture  of  the,  with  rupture  of  the 

inferior  dental  nerve  (W.  G.  Spencer)     ....     230 
JOINTS,  see  Knee,  Metatarso-phalangeal,  Metacarpophalangeal,  TemporO' 
maxillary. 

KERATOSIS,  see  Arsenic-keratosis. 

Kidd  (Pebcy),  mitral  stenosis  associated  with  pulmonary  phthisis              .  81 
„  extreme   tuberculous   ulceration  of  the    bladder ;    tuberculosis  of   the 

urethra      .......  185 

KIDNEY  from  a  case  of  Bilharzia  hsematobia  (F.  S.  Eve)              .                 .  184 

„  case  of  calculi  contained  in  cysts  in  the  (H.  W.  G.  Mackenzie)               .  155 

„  from  case  of  renal  calculus  (F.  G.  Penrose)              .                 .                 .  161 

„  cystic  degeneration  of  (H.  M.  Murray)      ....  157 

„  haemorrhage  into  a  renal  cyst  (L.  Hudson)               .                 .                 .  158 
„  horse-shoe  (S.  H.  Habershon)    .                 .                 .                 .                 .71 

„  hypertrophy  of  right;  congenital  (?)  atrophy  of  left  (H.  Handford)      .  151 

„  necrosis  of  the  pyramids  of  one  (F.  C.  Turner)         .                  .                  .  159 

KNEE-JOINT,  case  of  Charcot's  disease  of  (W.  Collier  and  G.  N.  Pitt)         .  22 

„  acute  epiphysitis  of  both  (J.  R.  Lunn)        ....  256 

„  loose  bodies,  rare  forms  of,  from  the  (A.  A.  Bowlby)                .                 .  281 

„  —  symmetrical  (H.  H.  Glutton)               ....  284 
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KNEE-JOINT  (continued)—  page 

„  showing  the  changes  occurring  in  rheumatoid  arthritis  (C.  Stonham)  278,  279 
„  in  gout  and  in  early  stage  of  rheumatoid  arthritis  (C.  Stonham)  .     279 

„  rare  form  of  pedunculated  body  in  (S.  G.  Shattock)  .  .     285 


LARDACEOUS  disease  of  viscera  caused  by  congenital  syphilis  (\V.  Hale 

White)       . 
LARYNX,  case  of  pemphigus,  involving  (J.  R.  Lunn)    . 
Lediaed  (H.  A.),  dislocated  internal  semilunar  cartilage 
„  enlarged  bursa  patellae  with  endogenous  growths 
„  enchondroma  of  hand 
„  melanotic  sarcoma,  growing  from  the  edge  of  the  nail   of  the  indes 
finger.        .... 

„  large  subcutaneous  nasvus  from  the  parotid  region 
„  sarcoma  of  palate  of  an  otter  hound 
LINEA  ALBA,  fatty  herniae  in  (J.  Hutchinson,  jun) 
LIPOMA  arborescens  (Miiller),  case  of  (J.  B.  Sutton) 
„  large   congenital,  situated  between  the  abdominal  muscles  and  fasciae 

(F.  S.  Eve) 
„  diffuse  symmetrical,  case  of  (W.  K.  Sibley) 
„  parosteal,  connected  with  the  periosteum  of  the  femur  (D'Arcy  Power) 
LIPOMATOUS  TUMOUR,  see  Tumour. 

LITHOTOMY,  supra-pubic,  bladder  from  case  of  (W.  C.  Bull)      . 
LIVER,  primary  carcinoma  of  (G.  F.  Crooke)^ 
„  atrophic  cirrhosis,  showing  irregular  nodular  prominences  due  to  fatty 
degeneration  (L.  Hudson)         ..... 

„  pericellular  cirrhosis  of,  in  case  of  congenital  syphilis  (F.  G.  Penrose)   . 

„  fibrosis  of,  caused  by  congenital  syphilis  (W.  Hale  White) 

„  haemorrhagic  infarction  of  the  (L.  C.  Wooldridge) 

„  hydatids  of  (B.  O'Connor)  ..... 

„  from  a  case  of  chronic  peritonitis  with  ascites  (G.  F.  Crooke) 
LOOSE  BODIES,  see  Knee-joint. 

LUNGS  supplied  from  aorta  by  a  large  ductus  arteriosus  dividing  into 
right  and  left  pulmonary  branches  (S.  H.  Habershon) 
„  abscesses  in  the,  in  an  ewe  (W.  K.  Sibley) 
„  pulmonary  endarteritis  (G.  F.  Crooke)      .... 

„  from  case  of  fatal  haemoptysis  in  an  infant  (H.  P.  Cholmeley) 
„  multiple  cancerous  tumours,  many  of  them  cystic,  in  the  lungs,  brain, 
bones,  &c,  the  primary  tumour  probably  in  the  lung  (J.  Coats) 
Lttnn  (John  R.),  a  case  of  necrosis  of  mastoid  cells,  trephining,  spinal 
meningitis,  death      ...... 

,,  a  case  of  pemphigus  involving  the  larynx 

„  a  case  of  acute  epiphysitis  occurring  in  both  knee-joints,  left  temporo- 

maxillary  joints,  and  metacarpo-phalangeal  joint  of  right  index  finger 

„  a  case  of  osteitis  deformans        ..... 

LUPUS,  experimental  observations  on  the  pathology  of,  with  notes  on  three 

cases  of  lupus  or  tuberculosis  of  the  skin  of  the  hand  (F.  S.  Eve) 
LYMPHADENOMA,  case  of,  in  which  the  intestinal  glands  were  extensively 
affected  (W.  B.  Hadden)  ..... 

LYMPH-GLANDS,  three  cases  of  inflammatory  changes  in  the  intestinal 

and  mesenteric,  in  diphtheria  (W.  S.  Colman)         .  . 

LYMPHOMATOUS  NODULES  in  the  spleen,  in  case  of  osteitis  deformans 
(J.  F.  Goodhart)        .  .... 
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Mackenzie  (H.  W.  G.),  a  case  of  calculi  contained  in  cysts  in  the  kidney  .     155 
Makins  (G.  H.),  primary  carcinoma  of  urinary  bladder  .  .     182 

MALFORMATION,  see  Abnormalities,  Heart,  Kidneys. 
MALIGNANT  DISEASE  of  the  air-passages,  three  cases  (F.  Semon  and  S. 

G.  Shattock)  .  .  .  .  ,  .36 

„  of  bronchial  glands  (G.  N.  Pitt)  .  .  .  .54 

„  very  early,  of  the  testis  (W.  H.  Battle)     ....     199 

MAMMiE  in  ovarian  dermoids  (J.  Bland  Sutton)  .  .  .     437 

„  —  (S.  G.  Shattock)  .  .  .  .  .  .442 

MASTOID  CELLS,  case  of  necrosis  of,  trephining,  spinal  meningitis,  death 

(J.  11.  Lunn)  .  .  .  .  .  .14 

MAXILLA,  inferior,  necrosis  of,  associated  with  sarcoma  (W.  H.  Battle)     .     276 
MEDIASTINUM,  cancer  of,  two  cases  (H.  Handford)     .  .  .48 

MELANOTIC  SARCOMA,  see  Sarcoma. 

MENINGITIS,  spinal,  in  case  of  necrosis  of  mastoid  cells  (J.  R.  Lunn)       .       14 
METACARPO-PHALANGEAL  JOINT  of  right  index  finger,  acute  epiphysitis 

of (J.  R.  Lunn)         .  .  .  .  .  256 

METATARSO-PHALANGEAL  ARTICULATION,  osseous  ankylosis  of,  after 

gouty  arthritis  (S.  G.  Shattock)  ....     280 

MISCELLANEOUS  SPECIMENS     ....  425-452 

MITRAL  stenosis  associated  with  pulmonary  phthisis  (P.  Kidd)  .  .       81 

„  valve,  atheromatous  sac  on  aortic  flap  of,  which  is  extremely  stenosed 

(G.  N.  Pitt)  .  .  .  .  .  .70 

MONKEYS,  inguinal  hernia?  in  (J.  B.  Sutton)  .  .  .453 

Moore  (Noeman),  carcinoma  of  common  bile-duct;  microscopic  sections 
from  two  cases  of  primary  new  growth  in  the  wall  of  the  common 
bile-duct    .  .  .  .  .  .  .142 

MORBID  GROWTHS  AND  TUMOURS  .  .  .  293-338 

,,  see  Committee  on. 
Morgan  (John  H.),  ulceration  of  bladder     ....     162 

„  femur,  with  newly-formed  bone,  from  a  case  of  pysemia  in  an  infant      .    258 
Moullin  (C.  Mansell),  separation  of  the  upper  epiphysis  of  the  radius     .     242 
„  T-shaped  impacted  fracture  through  the  lower  epiphysis  of  the  femur, 

with  bony  union       ......     243 

MOUSE,  horny  tumour  in  (F.  Treves)  ....     463 

MOUTH,  vascular  tumours  of  (F.  Treves)       .  .  .  .97 

Murray  (H.  Montague),  two  cases  of  malformation  of  the  heart  .       67 

„  cystic  degeneration  of  kidneys  .....     157 

MUSCLES,  abdominal,  large  congenital  lipoma  situated  between  the,  and 

fasciae  (F.  S.  Eve)     .  .  .  .  .  .295 

MYXOMA  of  cranium,  case  of  (E.  H.  Jacob)  ....     269 


NEVOID  GROWTH  removed  from  scrotum  (E.  Bellamy)  .  .     318 

N.EVUS,  large  subcutaneous,  from  the  parotid  region  (H.  A.  Lediard)        .     318 
NAIL,  melanotic  sarcoma    growing  from   the  edge  of  the,  of  the  index 

finger  (H.  A.  Lediard)  .  .  •  •  .307 

„  furrows  on  the,  after  sea-sickness  (S.  Wilks)  .  •  •     370 

NECK,  cystic  carcinoma  of  ;  removal;  recurrence  (C.  J.  Symonds)  .     337 
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„  villous  sarcoma  of  the  (J.  Griffiths)  ....     311 

report  of  Morbid  Growths  Committee  (R.  W.   Parker  and   S.  G. 

Shattock)  on  ditto  .  .  .  .  .315 

„  congenital  cartilaginous  tumour  of  the  (F.  Treves)  .  .  .     297 

NECKOSIS,  acute  (A.  Q.  Silcock)     .  .  .  .  .251 

„  of  the  pyramids  of  one  kidney  (F.  C.  Turner)  .  .  .     159 

„  of  inferior  maxilla,  associated  with  sarcoma  (W.  H.  Battle)    .  .     276 

„  central,  cases  illustrating  chronic  osteitis,  and  chronic  osteo-peri-osteitis, 

due  to  (R.  W.  Parker)  .  .  .  .  .245 

NERVE,  inferior  dental,  rupture  of,  in  case  of  compound   comminuted 

fracture  of  the  lower  jaw  (W.  G.  Spencer)  .  .  .     230 

NERVOUS  SYSTEM,  diseases  of      .  .  .  .  .  1-33 

NODULES,  lymphomatous,  in  the  spleen  in  case  of  osteitis  deformans  (J.  F. 

Goodhart)  .  .  .  .  .  .262 

O'Connor  (Beenabd),  hydatids  of  spleen,  liver,  brain,  &c.  .  .     146 

(ESOPHAGUS,  dilatation  of  (H.  Handford)     .  .  .  .103 

„  hypertrophy  of  circular  muscular  coat  of,  associated  with  an  hypertro- 

phied  heart  ......     107 

„  with  numerous  ulcers  through  which  caseous  glands  have  burst  (G.  N. 

Pitt)  .  .  .  .  .  .  .107 

Obmbeod  (J.  A.),  partial  perforation  of  skull  in  a  case  of  cerebral  tumour .         1 
„  phthisical  cavity  with  pneumothorax  in  an  infant  of  six  months  .       66 

„  cancer  of  common  bile-duct        .....     145 

OSSEOUS  SYSTEM,  diseases,  &c.     .  .  •  .  226-292 

OSSIFICATION  in  bursa  ?  (J.  H.  Targett)      .  .  .  .304 

OSTEITIS,  associated   with   lymphomatous   nodules   in  the  spleen  (J.  F. 

Goodhart)  .  .  .  .  .  .262 

„  chronic,  cases  illustrating,  due  to  central  necrosis  (R.  W.  Parker)         .     245 
„  deformans  (J.  R.  Lunn)  .....     265 

„  —  case  of,  showing  a  want  of  symmetry  and  lengthening  of  some  of 

the  bones  (H.  H.  Glutton)        .  .  .  .  .259 

OSTEO-PERI-OSTEITIS,  cases  illustrating,  due  to  central  necrosis  (R.  W. 

Parker)      .  .  .  .  .  .  .245 

0STE0-P0R0SIS,  ancient  Egyptian  skull  affected  with  (F.  S.  Eve)  .     269 

OTTER  HOUND,  sarcoma  of  palate  of  an  (H.  A.  Lediard)  .  .     458 

OVARIAN  DERMOIDS,  mamma;  in  (J.  B.  Sutton)        .  .  .437 

„ (S.  G.  Shattock)  .  .  .  .  .442 

OVARIES,  papilloma  of  (A.  Doran)  ....     200 

Owen  (Edmund),  per  F.  Penrose,  a  case  of  sacral  tumour  with  anomalous 

appendage  ......     425 

Paget  (Stephen),  fibroma  of  the  tongue      .  .  .  .97 

„  sarcoma  beneath  the  pectoralis  major        ....     305 

PALATE,  sarcoma  of,  in  an  otter  hound  (H.  A.  Lediard)  .  .     458 

PANCREAS,  carcinoma  of  (W.  Hale  White)  .  .  .147 

PAPILLOMA  of  both  Fallopian  tubes  and  ovaries  (A.  Doran)        .  .     200 

„  villous,  of  bladder,  notes  upon  the  macroscopy  of  (E.  H.  Fenwick)  .     166 

PARALYSIS,  general,  of  insane,  syphilitic  arteritis  from  case  of  (R.  Percy 

Smith)       .  .  .  .  .  .  .87 

„  see  Alcoholic  paralysis. 
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PARASITIC  FETUS,  see  Foetus,  parasitic. 

Pabkeb  (R.  W.),  cases  illustrating  chronic  osteitis  and  chronic  osteo-peri 
osteitis,  due  to  central  necrosis 
„  report  on  Dr.  Griffiths'  case  of  villous  sarcoma  of  the  neck  and  heart 

PAROTID,  case  of  mixed  tumour  of  the  (T.  P.  Chavasse) 

„  region,  large  subcutaneous  naevus  from  the  (H.  A.  Lediard)  . 
PECTORALIS  MAJOR,  sarcoma  beneath  (S.  Paget)      . 
PEMPHIGUS,  case  of,  involving  the  larynx  (J.  R.  Lunn) 
Peneose  (Feank  G.),  pericellular  cirrhosis  of  liver  in  a  case  of  congenital 
syphilis       ...... 

„  kidneys  from  a  case  of  renal  calculus 
„  see  Owen  (E.). 
PERITONEUM,  cyst  of  the  (C.  Stonham) 
„  portion  of,  from  a  case  of  chronic  peritonitis  with  ascites  (G.  F.  Crooke 
„  chronic,  with  ascites ;  liver,  &c,  from  case  of  (G.  F.  Crooke) 
„  —  caused  by  congenital  syphilis  (VV.  Hale  White) 
PHTHISICAL  CAVITY  with  pneumothorax  in  an  infant  of   six  month 
(J.  A.  Ormerod)        ..... 

PHTHISIS,  pulmonary,  mitral  stenosis  associated  with  (P.  Kidd) 
Pitt  (G.  N.),  malignant  disease  of  bronchial  glands 
„  primary  cancer  of  pleura  .... 

„  atheromatous  sac  on  aortic  flap  of  mitral  valve,  which   is  extremely 
stenosed    ...... 

„  oesophagus  and  stomach  with  numerous  ulcers  through  which  caseous 

glands  have  burst     . 
„  hypertrophy  of  circular  muscular  coat  of  oesophagus  associated  with  an 
hypertrophied  heart  .... 

„  see  Collier  and  Pitt,  case  of  Charcot's  disease 

Pitts  (Bebnaed),  villous  carcinoma  of  the  breast 

PITUITARY  BODY,  tumour  of,  in  an  ewe  (W.  K.  Sibley) 

PLEURA,  primary  cancer  of  (G.  N.  Pitt) 

PNEUMOTHORAX,  phthisical  cavity  with,  in   an  infant  of   six  months 
(J.  A.  Ormerod)        ..... 

POLYPUS,  large  rectal  (A.  M.  Sheild) 
„  adenomatous,  of  umbilicus  (W.  S.  Colman) 

Powee  (D'Aecx),  angioma  of  the  cerebral  membrane  . 
„  a  submaxillary  gland  removed  with  unusually  large  salivary  calculus 
„  case  of  congenital  umbilical  hernia 
„  a  case  of  sarcoma  of  the  urinary  bladder  . 
„  simple  comminuted  fracture  of  the  head  of  the  tibia 
„  a  parosteal  lipoma,  or  congenital  fatty  tumour,  connected  with  the  peri 
osteum  of  the  femur  .... 

PROSTATE,  cancer  of  j  removal  of  part  of  the  middle  lcbe  by  prostatectomy 
(C.  Stonham)  ..... 

„  case  of  carcinoma  of  the  (E.  H.  Fenwick) 
„  tubercular  disease  of  left  half  of  (C.  Stonham) 

PROSTATECTOMY,  removal  of  part  of  middle  lobe  of  prostate  for  cancer 
(C.  Stonham)  ..... 

„  bladder  from  case  of  (W.  Bull) 

PSAMMOMA  of  brain  (L.  A.  Dunn) 
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PAGE 
PULPY  GROWTH ;  tubercle  ?  in  sheath  of  flexor  tendon  of  index   finger ; 
excision  with  complete  recovery  ;  pulpy  disease  ?  of  palmar  ganglion 
of  opposite  hand  (C.  J.  Symonds)  ....     447 

PY2EMIA,  femur  with  newly-formed  bone,  from  a  case  of,    in   an  infant 

(J.  H.  Morgan)         ....  .258 


RADIUS,  separation  of  upper  epiphysis  of  the  (C.  M.  Moullin) 
Rake  (Beaven),  per  W.  Hale  White,  anchylostomum  duodenale 

and  parasite  from  a  patient  infected  with  the  above 
RANULA  (F.  S.  Eve)       .... 
RECTAL  POLYPUS,  large  (A.  M.  Sheild)       . 
RESPIRATION,  organs  of,  diseases,  &c. 
RETROPROSTATIC  POUCH,  stone  in  (W.  Bruce  Clarke) 
RIBS,  secondary  "  duct-carcinoma  "  of  the  (S.  G.  Shattock) 
„  multiple  sarcomata  of  (J.  H.  Targett) 
Robinson  (A.  H.),  a  case  of  aneurysmal  varix  in  a  stump 


intestine 


242 

.  Ill 

.  101 

.  130 
34-66 

.  192 

.  324 

.  306 


SACRUM,  tumour  of,  with  anomalous  appendage  (E.  Owen)         .                 .  425 

Sainsbury  (Harrington),  case  of  Addison's  disease    .                 .                 .  343 

SARCOMA  of  the  urinary  bladder  (E.  H.  Fenwick)        .                 .                 .  171 

„  —  case  of  (D'Arcy  Power)         .....  172 

„ (T.  V.  Jackson)  .  .  .  .  .176 

„  of  bone,  remarks  on  the  relation  of  injury  and  inflammation  to  the  pro- 
duction of  (F.  S.  Eve)  .  .  .  .  .273 

„  sarcomatous  tumour  of  the  sole  of  the  foot  (F.  Treves)             .                 .  308 

„  beneath  the  pectoralis  major  (S.  Paget)    ....  305 

„  of  palate  of  an  otter  hound  (H.  A.  Lediard)               .                 .                 .  458 

„  necrosis  of  inferior  maxilla,  associated  with  (W.  H.  Battle)     .                 .  276 

„  melanotic,  in  the  head  of  the  tibia  (C.  Stonham)      .                  .                  .  277 

„  —  growing  from  the  edge  of  the  nail  of  the  index  finger  (H.  A.  Lediard)  307 

„  multiple,  of  skull,  ribs,  and  glands  (J.  H.  Targett)  .                  .                  .  306 
„  spindle-celled,  of  thyroid  with  hypertrophy  of  accessory  thyroid  (S.  G. 

Shattock)  .  .  .  .  .  .  .339 

„  villous,  of  the  neck  and  heart  (J.  Griffiths)               .                 .                 .  311 
report  of  Morbid  Growths  Committee  (R.  W.  Parker  and  S.  G.  Shat- 
tock) on  ditto     ......  315 

„  see  Fibrosarcoma,  Tumour  (lipomatous). 

SCARLET  FEVER  in  man ;  an  investigation    into  the  so-called  Hendon 

cow  disease  in  its  relation  to  (E.  Crook-hauk)         .                 .                 .  371 

„  streptococcus  alleged  to  be  the  contagium  of  (E.  Crookshank)                .  392 

SCIRRHUS  supervening  on  adenoma  mammae  (J.  Hutchinson,  jun.)            .  319 

SCROTUM,  najvoid  growth  removed  from  (E.  Bellamy)                 .                 .  318 

SEA-SICKNESS,  furrows  on  the  nails  after  (S.  Wilks)                   .                 .  370 

SEMILUNAR  cartilage,  see  Cartilage. 

„  ganglia,  carcinoma  of  (W.  Hale  White)  .                                  .                 .  147 

Semon  (Felix)  and  S.  G.  Shattock,  three  cases  of  malignant  disease  of 

the  air-passages        .  .  .  .  .  .36 

SEPTUM  VENTRICULORUM,  imperfection  of  (S.  H.  Habershon)                .  71 
Sharkey  (Seymour  J.),  alcoholic  paralysis  of  the  phrenic,  pneumogastric, 

and  other  nerves      .  .  .  .  .  .27 


INDEX. 


495 


PAGE 

Shattock  (Samuel  G.),  imperforate  urethra  in  a  foetus  of  about  the  fourth 

month        .......  185 

„  cyst  in  corpus  luteum                 .....  218 

„  uratic  deposit  in  the  head  of  the  first  phalanx  of  one  of  the  fingers        .  280 
„  osseous  ankylosis  of  the  metatarso-phalangeal  articulation  after  gouty 

arthritis    .......  280 

„  a  rare  form  of  pedunculated  body  in  the  knee-joint                   .                  .  285 

„  secondary  "  duct-carcinoma  "  of  the  ribs                    .                  .                  .  324 
„  hypertrophy  of  an  accessory  thyroid  in  a  case  of  spindle-celled  sarcoma 

of  the  thyroid            ......  339 

„  mammiferous  dermoid  cysts  of  the  ovary                   .                 .                 .  442 

„  two  examples  of  hammer-toe     .....  449 

„  and  C.  A.  Ballance,  a  note  ou  the  histology  of  sterile  incubated  can- 
cerous and  healthy  tissues        .....  409 

„  see  Semon  and  Shattock,  malignant  disease  of  the  air-passages. 
„  see  Sutton  and  Shattock,  report  on  a  living  specimen  of  parasitic  foetus. 

„  report  on  Dr.  Griffiths'  case  of  villous  sarcoma  of  the  neck  and  heart    .  315 

Sheild  (A.  Maemaduke),  large  rectal  polypus             .                 .                 .  130 

Sibley  (Walter  K.),  a  case  of  diffuse  symmetrical  lipomata       .                 .  293 

„  multiple  intussusception  in  a  baboon         ....  457 

„  abscess  of  brain,  with  tumour  of  the  pituitary  body  and  abscesses  in  the 

lungs,  in  an  ewe        ......  459 

„  tuberculosis  in  fowls                    .....  464 

Silcock  (A.  Quarry),  case  of  syringomyelia  .  .  .18 

„  cystic  disease  of  the  testis          .....  198 

„  acute  necrosis              ......  251 

SKIN,  diseases,  &c,  of  the  .  .  .  .  352-370 

„  see  also  Arsenic-lceratosis. 

„  bronzing  of,  see  Suprarenal  capsule ;  Addison's  disease. 
SKULL,  see  Cranium. 
Smith  (It.  Percy),  syphilitic  arteritis  from  a  case  of  general  paralysis  of 

the  insane  .  .  .  .  .  .87 

Spencer  (Walter  G.),  deformity  of  the  sternal  ends  of  both  clavicles        .  227 
„  compound  comminuted  fracture  of  the  lower  jaw,  with  rupture  of  the 

inferior  dental  nerve                 .....  230 

„  the  stump  of  a  Chopart's  amputation       ....  450 

SPINA  BIFIDA  OCCULTA,  foetus  with,  and  some  remarkable  associated 

abnormalities  (J.  B.  Sutton)  .....  432 

SPINAL  COED,  lipomatous  tumour  (?  sarcoma)  of  (F.  C.  Turner)                 .  25 

SPLEEN  from  a  case  of  chronic  peritonitis  with  ascites  (G.  F.  Crooke)       .  133 

„  hydatids  of  (B.  O'Connor)         .  .  .  .  .146 

„  lymphomatous  nodules  in  the,  in  case  of  osteitis  deformans  (J.  F.  Good- 
hart)          .......  262 

STENOSIS  of  mitral  valve  (G.  N.  Pitt)  .  .  .  .80 

„  —  associated  with  pulmonary  phthisis  (P.  Kidd)    .  .  .81 

STOMACH  with  numerous  ulcers  through  which  caseous  glands  have  burst 

(G.  N.  Pitt)  .  .  .  .  .  .107 

Stonham  (C),  cyst  of  the  peritoneum           ....  149 

„  cancer  of  the  prostate ;  removal  of  part  of  the  middle  lobe  by  prosta- 
tectomy    .......  194 

„  tubercular  disease  of  the  left  vesicula  seminalis  and  left  half  of  the 

prostate  with  extension  into  the  left  vas  deferens  .                  .                  .  197 
„  case  of  perfect  uterus  masculinus  with  perfect  Fallopian  tubes  and  testes 

in  the  broad  ligament ;  complex  or  vertical  hermaphroditism                .  219 
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Stonham  (C.)  (continued) —  PAGE 

,,  melanotic  sarcoma  in  the  head  of  the  tibia  .  .  .     277 

„  knee-joint  showing  the  changes  occurring  in  rheumatoid  arthritis       278,  279 
„  knee-joint  showing  the  changes  occurring  in  gout  and  in  an  early  stage 

of  rheumatoid  arthritis  .....     279 

STREPTOCOCCUS  alleged  to  be  the  contagium  of  scarlet  fever  (E.  Crook- 
shank)       .  .  .  .  .  .  .392 

STRICTURE,  followed  by  sloughing  of  superior   fundus  of  bladder  (W. 

Bruce  Clarke)  ......     164 

„  see  Intestine. 
STUMP  of  a  Chopart's  amputation  (W.  G.  Spencer)      .  .  .     450 

„  aneurysmal  varix  in  a  (A.  H.  Robinson)   .  .  .  .85 

SUPRARENAL  CAPSULE,  tubercular  disease  of,  unattended  by  bronzi   ■*  of 

the  skin  (W.  Collier)  .  .  .  .  .350 

„  a  case  of  cystic  growths  in  the  cerebellum  and  in  the  right  (F.  C. 

Turner)     .  .  .  .  .  .  .9 

,,  see  Addison's  disease. 
Sutton  (J.  B.),  a  case  of  "lipoma  arborescens"  (Miiller)  .  .     290 

„  a   foetus  with   spina  bifida   occulta   and   some  remarkable   associated 

abnormalities  ......     432 

,,  inguinal  hernise  in  monkeys       .....     453 

„  mammae  in  ovarian  dermoids      .....     437 

„  on  an  exostosis  from  a  fish  .....     472 

„  and  S.  G.  Shattock,  report  on  a  living  specimen  of  parasitic  foetus       .     427 
Symonds  (Charters  J.),  cystic  carcinoma  of  neck  ;  removal ;  recurrence     .     337 
„  case  of    pulpy  growth ;  tubercle    ?  in  sheath  flexor    tendon  of   index 
finger;  excision  with  complete  recovery;  pulpy  disease  ?  of  palmar 
ganglion  of  opposite  hand         .  447 

SYPHILIS,   congenital,  pericellular  cirrhosis  of  liver  in  a  case  of  (F.   G. 

Penrose)    .......     135 

„  causing  lardaceous  disease  of  the  viscera,  gummata,  fibrosis  of  the  liver 

and  chronic  peritonitis  (W.  Hale  White)  .  .  .     444 

SYPHILITIC  ARTERITIS  from  a  case  of  general  paralysis  of  the  insane 

(R.  Percy  Smith)      .  .  .  .  .  .87 

SYRINGOMYELIA,  case  of  (A.  Q.  Silcock)     .  .  .  .18 

„  with  dilatation  of  the  lateral  ventricles  of  the  brain  (F.  C.  Turner)        .       14 

Targett  (J.  H.),  popliteal  aneurysm  ;  death  from  pulmonary  embolism      .  84 

„  isolated  fracture  of  base  of  skull                ....  228 

„  multiple  sarcoma  of  skull,  ribs,  and  glands               .                 .                 .  306 
„  see  Fry  (F.) 

Temporo-maxillary  joints,  acute  epiphysitis  of  (J.  R.  Lunn)         .                 .  256 

Testis,  cystic  disease  of  the  (A.  Q.  Silcock)    ....  198 

„  very  early  malignant  disease  of  the  (W.  H.  Battle)                 .                  .  199 

THROMBOSIS,  ARTERIAL,   two  cases  of  gangrene   caused    by   (A.   A. 

Bowlby)     .  .  .  .  .  .  .92 

THYROID,  cyst-adenoma  of  (F.  Fry)              ....  341 
„  hypertrophy  of  an  accessory,  in  a  case  of  spindle-celled  sarcoma  of  the 

thyroid  (S.  G.  Shattock)  .  .  .  .  .339 

„  isthmus,  cancer  of  the  (R.  G.  Hebb)         ....  342 

TIBIA,    specimen   of  central  fibro-sarcoma   expanding,   accompanied   by 

extreme  cystic  degeneration  (F.  S.  Eve)                  .                 .                 .  273 

,,  simple  comminuted  fracture  of  the  head  of  the  (D'Arcy  Power)             .  237 

„  melanotic  sarcoma  in  the  head  of  the  (C.  Stonham)                  .                 .  277 


over  peritoneum  in  case  of 
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TISSUES ;    a  note  on   the   histology  of  sterile   incubated  cancerous  and 

healthy  (S.  G.  Shattock  and  C.  A.  Ballance)  .  .  .     409 

TOE,  see  Hammer-toe. 
TONGUE,  fibroma  of  (S.  Paget)      .  .  .  .  .97 

„  vascular  tumours  of  (F.  Treves)  .  .  .  .97 

„  tubercular  ulceration  of  (W.  Hale  White)  .  .  .102 

Tbeves  (Frederick),  vascular  tumours  of  the  mouth  and  tongue  .       97 

„  stricture  of  the  intestine  following  tubercular  ulcer  .  .     113 

„  a  congenital  cartilaginous  tumour  of  the  neck  .  .  .     297 

„  sarcomatous  tumour  of  the  sole  of  the  foot  .  .  .     308 

„  horny  tumour  in  a  mouse  .....     463 

TUBEPCLE  ?  in  sheath  of  flexor  tendon  of  index  finger  (C.  J.  Symonds)    .     447 
TUBERCULAR  disease  of  the  left  vesicula  seminalis  and  left  half  of  the 

prostate,  with  extension  into  the  left  vas  deferens  (C.  Stonham)  .     197 

„  strictures  of  the  intestine  (H.  Handford)  .  .  .     117 

„  tumour  of  breast  (R.  G.  Hebb)  ....     446 

,,  ulceration,  see  Ulceration. 
TUBERCULOSIS  in  fowls  (W.  K.  Sibley) 

„  —  (R.  G.  Hebb) 

,,  of  skin,  see  Lupus. 

„  of  the  urethra  (P.  Kidd) 

„  round  capsules,  and  disseminated  thence 
Addison's  disease  (S.  West)     . 
TUMOUR,  abdominal,  fatty  degeneration  of 
wick) 

„  bony,  of  buttock  (?  ossification  in  bursa)  (J.  H.  Targett)        .  .     304 

,,  congenital  cartilaginous  tumour  of  the  neck  (F.  Treves)  .  .     297 

„  cerebral,  partial  perforation  of  skull  in  case  of  (J.  A.  Ormerod)  .         1 

„  cystic,  of  organ  of  Giraldes  (F.  S.  Eve)     ....     197 

„  —  see  Tumours,  multiple. 

„  fatty,  see  Lipoma. 

„  horny  in  mouse  (F.  Treves)        .... 

„  lipomatous  (?  sarcoma),  of  the  spinal  cord  (F.  C.  Turner) 

„  mixed,  of  the  parotid  (T.  F.  Chavasse) 

„  multiple  cancerous,  many  of  them  cystic,  in  the  lungs,  brain,  bones,  &c 
the  primary  tumour  probably  in  the  lung  (J.  Coats) 

„  of  the  pituitary  body  in  an  ewe  (W.  K.  Sibley) 

„  sacral,  case  of,  with  anomalous  appendage  (E.  Owen) 

„  sarcomatous,  see  Sarcoma. 

„  tubercular,  of  breast  (R.  G.  Hebb) 

„  vascular,  of  the  mouth  and  tongue  (F.  Treves) 

„  see  Morbid  Qroioths. 
Turner  (F.  Charlewood),  a  case  of  cystic  growths  in  the  cerebellum  and 

right  adrenal  .  .  .  .  .  .9 

„  syringomyelia,  with  dilatation  of  the  lateral  ventricles  of  the  brain  .       14 

„  lipomatous  tumour  (?  sarcoma)  of  the  spinal  cord     .  . .  .25 

„  necrosis  of  the  pyramids  of  one  kidney     ....     159 

ULCERATION  of  bladder  (J.  H.  Morgan)       .                 .                 .  .162 

„  tubercular,  of  bladder,  (P.  Kidd)                .                  .                  .  .185 

„  —  of  intestine,  associated  with  the  presence  of  fruit-stones  (L.  Hudson)     112 

„  —  of  tongue  (W.  Hale  White)                   .                  .                  .  .102 

ULCERATIVE  COLITIS  (W.  Hale  White)     .                 .                 .  .126 

ULCERS,  oesophagus  and  stomach  with  numerous,  through  which  caseous 

glands  have  burst  (G.  N.  Pitt)                  .                 .                 .  .107 

32 
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ULCERS  (continued) —  page 

„  tubercular,  stricture  of  iutestine  following  (F.  Treves)  .                 .     113 

UMBILICUS,  adenomatous  polypus  of  (W.  S.  Colman)  .                 .     110 

URATIC  DEPOSIT  in  the  head  of  the  first  phalanx  of  one  of  the  fingers 

(S.  G.  Shattock)        .                 .                 .                 .  .                 .280 

URETHRA,  imperforate,  in   a  foetus  of  about  the  fourth  month  (S.   G. 

Shattock).                 .                 .                 .                 .  .                 .185 

„  tuberculosis  of  the  (P.  Kidd)     .....     185 

URINARY  ORGANS,  diseases,  &c,  of                            .  .             151-226 

UTERUS  MASCULINUS,  see  Hermaphroditism. 

VARIX,  aneurysmal,  in  a  stump  (A.  H.  Robinson)         .  .  .85 

VAS  DEFERENS,  tubercular  disease  in  left  (C.  Stonham)  .  .     197 

VASCULAR  TUMOURS  of  the  mouth  and  tongue  (F.  Treves)  .  .       97 

VEIN,  umbilical,  carcinoma  of  obliterated  (W.  Hale  White)  .  .  96 
VESICULA  SEMINALIS,  tubercular  disease  of  the  left  (C.  Stonham)  .  197 
VILLOUS  carcinoma,  see  Carcinoma. 

„  papillomata,  see  Papillomata. 

„  sarcoma,  see  Sarcoma. 

VOLVULUS  of  ca3cum  (W.  J.  Walsham)         .  .  .  .110 

Walsham  (W.  J.),  volvulus  of  the  ca?cum     ....     110 

Watson  (Boswell),  see  Fenwick  (E.  H.)  and  Watson,  fibroma  co-existing 

with  carcinoma  in  bladder. 
West  (Samuel),  case  of  Addison's  disease  in  a  boy  aged  seventeen  years,  of 
eight  months'  duration  ;  bronzing  seven  months  ;  twitchings  ;  death ; 
capsules  fibro-caseous ;  chronic  tuberculosis  around  these  and  dissemi- 
nated thence  over  peritoneum  .....     346 

White  (W.  Hale),  carcinoma  of  the  obliterated  umbilical  vein  and  hypo- 
gastric arteries  .  .  .  .  .  .96 

,,  tubercular  ulceration  of  tongue  ....     102 

„  ulcerative  colitis         ......     126 

„  a  case  of  carcinoma  of  the  pancreas  and  semilunar  ganglia     .  .     147 

„  a  case  of  congenital  syphilis  causing  lardaceous  disease  of  the  viscera, 

gummata,  fibrosis  of  the  liver,  and  chronic  peritonitis  .  .     444 

„  see  Rake  (B.). 

Wilks  (Samuel),  furrows  on  the  nails  after  sea-sickness  .  .     370 

Williams  (Dawson),  a  case  of  congenital  hydronephrosis  .  .     152 

WOOLDBIDGE  (L.  C),  on  haunorrhagic  infarction  of  the  liver      .  .     421 
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